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Tae SurGICAL TREATMENT OF CysTs OF THE Pancreas.' 
By N. Senn, M.D., of Milwaukee, Wis. 


Or all abdominal organs the pancreas has been least frequently subjected 
to surgical treatment. The anatomical location of this organ, and the 
obscurity of its affections, furnish a sufficiently satisfactory explanation 
for this treatment. Situated high up in the abdominal cavity, and hidden 
behind such important organs as the stomach, omentum, and transverse 
colon, it is the least accessible of all abdominal organs, and on this ac- 
count its affections, wrapped in obscurity, have for the most part con- 
stituted objects for empirical medication. The relation of this gland to 
the surrounding organs and its great distance from the anterior wall of the 
abdomen, the only point of approach, necessarily offer serious obstacles to 
diagnosis and direct treatment. Ina diagnostie point of view I may also 
refer to another great difficulty—our want of positive knowledge concern- 
ing the physiological functions performed by this gland in the process of 
digestion. As the symptomatology of all affections of the pancreas is 
always obscure, and a probable diagnosis can only be made in cases where 
the gland has become considerably enlarged by disease, it is apparent that 
our present clinical knowledge is limited to diseases which increase the 
size of the organ to a sufficient extent to permit its detection by palpation. 
Primary malignant disease of the pancreas when it has advanced to such 
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an extent that its presence can be diagnosticated with certainty by physi- 
cal signs, will have invaded the adjacent tissues to such a degree as to 
preclude the advisability of an operation, consequently the efforts by the 
surgeon, for the present at least, must be directed exclusively towards the 
recognition and treatment of benign affections of this gland. Clinical 
experience does not extend beyond an imperfect knowledge of cysts of the 


pancreas. 
The pancreas, like other secretory organs, is prone to become the seat 


of cystic tumors, the result of obliteration or obstruction of the common 
duct, or one or more of its branches. Cysts originating in this manner 
are true retention cysts, containing the physiological secretion from the 
distal portion of the gland tissue, with perhaps accidental products, such 
as altered secretions, blood, and the products of inflammation. 

In the preparation of this paper it has been my intention to present a 
full report of a case of retention cyst of the pancreas, which has recently 
come under my observation, and, at the sume time, summarize, in a com- 
pact form, the clinical history of similar cases which will serve as a basis 
for some general remarks “ on the surgical treatment of eysts of the pan- 
creas.” 


Case }. Cyst of Pancreas; Laparotomy; Recovery.—Volz, ext. 19, 
laborer, German, was admitted to Milwaukee Hospital Nov. 28, 1884. 
He is small for his age and not robust, but he claims that, with one excep- 
tion, he has never been sick, and that no hereditary tendency to disease 
exists in his family. Five weeks ago, while enjoying perfeet health, he 
was thrown from a wagon, striking the ground on the left side of the abdo- 
men, a heavy keg falling upon his back, and increasing the force of the 
fall. The pain felt immediately after the accident was confined to his 
back, at a point where he was struck by the keg, but it was not sufficient 
in intensity to prevent him from follewing his occupation as a mason’s 
apprentice. In a few days, however, diarrhea set in, which persisted for 
two weeks, greatly reducing his strength and weight. If he had any fever 
during this time it was not sufficiently severe toattract hisattention. His 
appetite was not impaired, and, though he vomited occasionally, neither 
vomiting nor the diarrhoea seemed to be aggravated by the time of eating 
or the kind or variety of food. After two weeks he noticed a tumor in 
the left hypochondriac region, which was round, smooth, and painless. 
The tumor increased rapidly in size, and soon gave rise to a sensation of 
fulness in the stomach, and later on, to regurgitation and vomiting soon 
after meals. Appetite slightly impaired. At this time the patient was 
treated for a short time by my friend, Dr. F. H. Day, of Wauwatosa, ~ 
Wis., who resorted to symptomatic treatment, and observing nu improve- 
ment, referre’ him to me for diagnosis, and, in case it should be deemed 
advisable, for surgical treatment. 

On his admission to the hospital he presented a considerable degree of 
emaciation, and complained principally of a sensation of fulness and 
weight in the region of the stomach, which was always aggravated after 
meals, and only relieved by vomiting. On inspection a tumor was found 
which occupied nearly the whole epigastric, and the entire left hypochon- 
driac region, its most prominent point being to the left of the median line, 
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and about three inches below the xyphoid cartilage. Percussion revealed 
a line of dulness extending from the left nipple to within an inch above 
the umbilicus ; posteriorly the dulness reached from the eighth to the lower 
margin of the twelfth rib; in the epigastric region a limited area of tym- 
panitic resonance was discovered along the costal arch of the lower ribs on 
the right side. Palpation showed distinct fluctuation, the wave being con- 
veyed from side to side across the whole area of dulness. The tumor was 
round in contour, and presented a smooth surface. The measurements 
were as follows: From the left nipple to the lowest point downwards, 
84 inches; the transverse diameter, 8 inches, and the circumference of 
body over tumor, 25} inches. The heart was displaced upwards so that 
the impulse of the apex could be distinctly felt in the fourth intercostal 
space. The stomach was artificially distended with carbonic acid gas, 
when it was ascertained that it was pushed to the right and compressed 
by the tumor. The liver appeared to be unaffected by the tumor, as, on 
percussion, it was found in its normal location and of natural size. Both 
lumbar regions were tympanitic. No evidences of ascites. Firm pressure 
over any part of the tumor could be made without causing pain. The 
peculiar fremitus often felt in cases of echinococcus cysts was absent. No 
pulsations could be felt in the tumor, and no impulse was imparted to it 
by the underlying abdominal aorta. The relative position of the tumor 
was changed during forcible inspiration and expiration. 

For the purpose of ascertaining the nature of the contents of the tumor 
a hypodermic needle was thoroughly disinfected and introduced at a 
point where the tumor was most prominent, and, when in place, the 
distal end of the syringe moved upward and downward synchronously 
with the respiratory movements, showing that the adhesions with the 
parietal peritoneum, if any existed, were slight. The fluid which was 
removed was somewhat viscid and slightly opalescent. It was alkaline 
in reaction and contained a considerable proportion of albumen, as it 
coagulated on applying heat and nitric acid. Under the microscope it 
showed only a few morphological elements, epithelial cells, leucocytes, 
granular matter, and no hooklets or cholesterine crystals. 

By exclusion the diagnosis was narrowed down to one of two things: a 
sterile echinococcus cyst, or cyst of the pancreas. Against the former 
spoke the growth of the tumor, its primary origin away from the liver, its 
favorite location, the presence of considerable amount of albumen, and 
the absence of hooklets, the presence of which are diagnostic of echino- 
coccus cysts. In favor of a pancreatic cyst spoke the following: The 
history of traumatism in the region of the pancreas, the rapid growth of 
the tumor, and the early disturbance of digestion as manifested by diar- 
rheea and vomiting, presumably caused by the partial or complete reten- 
tion of the pancreatic secretion. As the treatment remained the same in 
either case, it was decided to perform laparotomy and stitch the cyst walls 
to the peritoneal covering of the wound, in the absence of adhesion, and 
to open and drain the cyst after adhesions had formed. This procedure 
was deemed preferable to the use of the trocar, or aspirator, as it would 
with certainty prevent extravasation of the cyst contents into the perito- 
neal cavity, and the drainage-tube would guard against reaccumulation of 
the fluid, thus affording an opportunity of the cavity undergoing oblitera- 
tion by adhesion of the inner surfaces of the cyst walls. 

The patient being cognizant of the fact that no other form of treatment 
would promise any relief, readily assented to the operation proposed. 
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Every precaution was observed to render the operation aseptic. The pa- 
tient was given several baths. The parts were shaved and carefully 
disinfected with a five per cent. solution of carbolic acid ; the instruments, 
sponges, and operating room being prepared as for an ovariotomy. Before 
ether was administered, the stomach was emptied, and washed out by 
means of an elastic stomach-tube, with a view to prevent retching and 
vomiting during and after the operation. An incision five inches in 
length was made obliquely over the most prominent portion of the tumor, 
about three inches below, and parallel with, the left costal arch. A por- 
tion of the rectus-abdominis muscle was divided. After dividing care- 
fully all the tissues down to the peritoneum, all hemorrhage was carefully 


Space within the dotted lines indicates area of dulness. a—d is the line of incision. 


and completely arrested. On opening the peritoneal cavity the omentum 
was brought into view; the portion exposed contained an artery and a 
vein of considerable size. As these vessels were placed in a vertical 
direction, they crossed the wound, and it became necessary to apply a 
double ligature, the omentum being then incised between them to the 
extent of about three inches. The omentum was slightly adherent to the 
parietal peritoneum and the surface of the tumor. 

Through the omental incision the tumor could be distinctly seen and 
felt, presenting a smooth, whitish, and glistening surface. As it had 
formed at least slight adhesions, it was decided to complete the operation. 
This plan was the more willingly adopted, as it was evident that the 
intracystic pressure was great, and the cyst wall thin, which would render 
stitching them to the margins of the wound difficult and unsafe. The 
surface of the tumor was then seized with two dissecting forceps, about 
an inch apar?, and gentle traction made during incision and evacuation of 
the cyst, so as to prevent all risk of extravasation of fluid into the perito- 
neal cavity. The peritoneal covering was picked up and nipped, and a 
grooved director was inserted into the pening made; owing to the thin- 
ness of the walls of the sac it penetrated the interior, and fluid escaped 
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along the groove with considerable force. The opening was enlarged with 
the knife, when the fluid gushed forward in jets and was caught in 
basins. The contents were removed as completely as possible by making 
external pressure and by placing the patient on the side. As the cyst 
was emptied its walls were drawn forward into the wound and stitched to 
the parietal peritoneum, which had been previously united with the skin. 
The interior of the cyst was explored by inserting the index finger, which 
passed directly backward toward the tail of the pancreas. The bottom 
of the cavity could, however, not be reached. The inner surface of the 
cyst was smooth. ‘Two large drainage-tubes were inserted to the bottom 
of the cyst, and the remaining portion of the wound united in a similar 
manner as after. ovariotomy, only that the rectus muscle was sutured 
separately. The fluid removed was estimated at three quarts, and pre- 
sented the same appearance as that which was removed by tbe exploratory 
puncture. 

The wound was dressed with a large antiseptic compress which was 
retained in situ by an elastic rubber bandage. This bandage, made of 
rubber webbing, not only retains the dressing perfectly, allowing, at the 
same time, the movements of the chest and abdomen, but has an addi- 
tional advantage, inasmuch as it exerts equal pressure—an important 
element in the after-treatment of all abdominal operations. 

The patient never vomited during or after the operation, and experi- 
enced immediate relief on removing the pressure which was caused by 
the tumor. The pulse never rose over 90, and the highest temperature 
observed was 100° F., the day after the operation. The appetite in- 
creased, and no unpleasant subjective symptoms were complained of at any 
time. On the third day the dressing showed moisture on the external sur- 
face, and it was changed. The gauze was saturated with the secretions 
from the cyst. The wound looked healthy, but the surrounding skin, as 
far as the dressing had extended, was red and macerated, and the epidermis 
could be removed in large flakes, leaving beneath a raw surface. The 
changes in the skin presented the same appearances as described by 
Kulenkampff and Gussenbauer, and claimed by them to be due to the 
digestive power of the pancreatic juice. The excoriated surface was 
sprinkled with salicylic acid, and was again covered with a Lister dressing. 
On account of profuse secretion from the cyst the dressings were changed 
every few days, and at every change the skin was found excoriated as far 
as it had been moistened by the secretion. 

At the end of the first week the sutures were removed, and no further 
dressings were applied; whereupon the skin healed without suppuration, 
and only a minimum amount of pus escaped through the fistulous opening 
with the secretion. The secretion became clearer after the operation and 
continued to discharge in varying quantities for almost four weeks. One 
of the drainage-tubes, inserted at the time of the operation, was removed 
at the first change of the dressing, and the second was gradually short- 
ened and entirely removed three weeks after the operation. At the end 
of the second week the cyst was explored with a disinfected probe, which 
passed to the depth of eight inches in the direction of the tail of the 
pancreas. The fistulous tract soon became lined with granulations and 
grew smaller in length and diameter, so that, at the end of eight weeks, 
it was very narrow, admitting only a small probe, which could be 
passed to a depth of four inches. The skin around the fistulous opening 
had been drawn inward, forming a deep, funnel-shaped depression. 
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Jan. 22, 1885. Patient discharged, cured. Fistula completely closed. 
Retraction of cicatrix very marked. General health good; digestion 
perfect. Noswelling can be felt in the region of the pancreas. 


Remarks.—The clinical history is somewhat similar to analogous cases 
which will be referred to in this paper. It was my intention to collect 
some of the secretion for the purpose of ascertaining its digestive proper- 
ties on different articles of food, but before this could be done the amount 
secreted daily became so small that it was impossible to obtain corrobora- 
tive diagnostic evidence from this source. The anatomical location of the 
tumor, its relations to the surrounding organs, its rapid growth, and the 
character of its contents can leave no possible doubt that we had to deal 
with a genuine retention cyst of the pancreas. 

The question naturally arises: “‘ What was the cause of the obstruc- 
tion?” The history of the case points clearly to traumatism as the 
exciting cause. The patient had been in good health until he re- 
ceived the injury, and since that time he had not been well, although he 
continued at his work for some time afterward. Whether the diarrhea, 
from which he suffered for the first two weeks, resulted from injury of the 
pancreas we are unable to prove, but it may be possible that a retention 
of the pancreatic secretion occurred after the traumatism ; that diarrhea 
may have been produced by the absence of this fluid in the intestinal 
tract. As the patient at this time was not under medical observation the 
character of the stools was not ascertained. As the injury was inflicted 
in the region of the pancreas it is reasonable to assume that the pancreatic 
duct and the parenchyma of the gland were lacerated at a certain point, 
producing obstruction to the outflow of the secretion from the distal por- 
tion of the organ. The nature of the injury and the manner of obstruc- 
tion were the same as in cases of rupture of the male urethra. It 
would be difficult to imagine that the common duct could be distended by 
the accumulation of the retained fluid to such an enormous extent in such 
a remarkably short time, hence we are forced to conclude that laceration 
of the duct took place, and that the pancreatic fluid infiltrated the gland, 
and the cyst formed at the expense of its parenchyma and by distension 
of the capsule of the organ. The cyst wall, anteriorly, was so thin that 
after cutting the peritoneal covering the grooved director penetrated 
directly into the interior of the cyst without using more than the slightest 
force, which would show that nothing but a little connective tissue was 
interposed between the peritoneum and the cyst contents. The rapid 
growth of the cyst would indicate that the obstruction occurred at some 
distance from the caudal extremity of the gland, thus making a consider- 
able portion of the secretive tissue contributory to the formation of the 
cyst. The early cessation of the discharge of the secretion through the 
abnormal outlet would tend to prove either that after the removal of the 
intra-cystic pressure, the duct again became permeable, and thus furnished 
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a free passage to the secretions into the intestinal canal through the 
natural channel; or, that the gland tissue in the vicinity and distal to 
the cyst had been destroyed. 

In regard to the operation, it is necessary to say that I deviated from 
the usual plan, in not making the incision through the linea alba. The 
incision was made over the ‘most prominent part of the tumor, for the 
following substantial reasons :— . 

1. If adhesions had formed they would naturally begin at a point 
where the tumor impinged most firmly against the anterior abdominal wall. 

2. Incision over the most prominent nortion of the cyst would afford the 
best point for effective drainage. 

3. The band of connective tissue, which would result from atrophy and 
obliteration of the cyst, would form a permanent bridge between the cica- 
trix of the abdominal wound and the gland. Consequently it was deemed 
advisable to establish this necessary evil where it would do the least harm 
by interfering with the functions of important organs. 

Aspiration of the cyst was not practised, because the exploratory punc- 
ture had demonstrated that firm adhesions had not taken place, and, in 
the absence of these, it was feared that some of the cyst contents might 
escape into the peritoneal cavity and produce peritonitis. The maceration 
of the skin was the result of the digestive action of the pancreatic juice, 
and this phenomenon furnished strongly corroborative diagnostic evidence 
in this as well as in previous cases, The literature on the subject of cysts 
of the pancreas is extremely meagre, and, after diligent search, I have 
only been able to find an account of the following cases, of which I will 
give a brief report :— 

Case II. Kulenkampfi’s Case. (Ein Fall von Pancreasfistel, Berliner Klinische 
Wochenschrift, Feb. 13, 1882.)—E., male, «xt. 39, laborer, otherwise healthy, 
received a number of heavy blows on the abdomen on March 22, 1881. The 
blows were received, as the patient believes, about the umbilicus, and in the 
direction from below upward. When examined a few hours later, no external 
signs of contusion could be seen, although he complained of intense pain in the 
upper abdominal and right Lager! vs regions. Great tenderness on pressure. 
On the right side posteriorly, above the diaph dulness over an area three 
inches in height. As the patient complained of lancinating pains in the same 
locality, and respiration was difficult, the attending physician was induced to 
diagnosticate traumatic pleurisy. In a few days febrile symptoms and pain sub- 
sided, and in three weeks the patient seemed to be convalescent. Occasional 
attacks of pain in the hepatic and epigastric regions remained, and also tenderness 
on pressure. Physical examination at this time yielded only a negative result. 

oward the latter part of May a swelling made its appearance, which seemed 
to take its origin from the liver. This swelling increased in size until September, 
when the following conditions were noted: In the epi i ion a round, 
dense, non-fluctuating tumor can be felt of the size of a double fist. The larger 
par of the swelling is located on the right side of the mesial line. - Its lower 
margin extends to within one and one-half inches of the umbilicus. Percussion 
dulness continuous, with the liver giving the impression as if the tumor sprang 
from the left lobe of this organ. Veusor ascends and descends during the respi- 


ratory movements. Puleation in an anterior direction. No bruit. Palpation 
unsatisfactory on account of the contraction of the recti muscles. Appetite and 
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digestion not a. Temperature normal, no icterus. Examination of urine 
and stools furnished no clue to the diagnosis. 

As, from the existing signs and symptoms, no diagnosis could be made, it was 
decided to render the tumor more accessible by dividing the tissues down to the 
peritoneum. On September 14th an incision was made through the linea alba down 
to the peritoneum. To the touch the tumor, which moved freely with respiration, 
imparted the sensation of a tense, nodular liver, as in cirrhosis of this organ. 
The trocar of an aspirator was now introduced toward the right of the mesial line, 
and, after penetrating through dense tissue the distance of two-fifths of an inch, a 
cavity was reached, from which about a quart of clear fluid was evacuated. The 
peritoneal cavity was not opened, and the wound was packed with gauze, over 
which an antiseptic dressing was applied. The diagnosis of an echinococcus cyst, 
which had already been entertained, was strengthened by this examination. The 
fluid removed coagulated spontaneously on standing for some time ; also on applying 
the test for albumen. It contained no succinic acid. In the deposit, which was 
very scanty, blood > mph corpuscles were discovered. On September 20th the 

ritoneum was incised and stitched to the skin. The finger, which was intro- 

uced into the peritoneal cavity, came in contact with a freely movable and 
nodular tumor, which was supposed to be attached to the liver. Its size was 
fully as large as before the last operation. The incision was egain filled with 
gauze, and four days later, adhesions having taken place, the tumor was incised, 
and about a quart of the same kind of fluid escaped through the wound. On 
digital exploration it was ascertained that the inner surface of the cyst was lined 
with mucous membrane, which was studded with polypoid growths. A large 
drainage-tube was inserted, and a Lister dressing applied. 

During the next two weeks there was no febrile reaction, the tumor disappeared, 
and large quantities of the same clear fluid eseaped through the fistulous opening. 
On October 10th the secretion had diminished greatly, and the tract had been 
reduced to the size of an ordinary lead-pencil. Injections of iodine were made 
with a view to hasten the obliteration of the cyst, but this procedure excited 

in, emesis, and renewed secretion of fluid, of which from one-fourth to three- 

ourths of a quart were evacuated during twenty-four hours. Cauterization with 

nitrate of silver produced no better result. The skin remained in a state of 
maceration, wherever it was moistened by the secretion, in spite of often repeated 
changes of the dressings. 

This peculiar condition of the skin first aroused the suspicion in Kulenkampff’s 
mind that he was dealing with a fistula of the pancreas. He therefore collected 
some of the fluid and handed it to a chemist for analysis. The fluid was almost 
clear, colorless, frothing upon being shaken, slightly alkaline in reaction. It 
contained but few inorganic salts, and coagulated upon applying heat and nitric 
acid. It contained no succinic acid. Experiments were made to ascertain its 
effects on coagulated albumen, neutral fats, and starch, the substances being kept 
at a temperature of 20°-25° C. Special care was taken to preserve its alkaline 
reaction. A fresh te, made of four grms. of wheaten flour and 50 grms. of 
water, was rendered very thin by the fluid. Fehling’s test showed the presence 
of 0.96 grm. of glucose. Coagulated albumen of an egg, kept in a one-fourth 
per cent. solution of salicylic acid, showed no appreciable change; 0.195 grm. 
of leucin and tyrosin were obtained from it. Three decigrammes of freshly 
prepared lard were melted and subjected to the action of the fluid. A perfect 
emulsion was formed, which had not given off free fat after a lapse of twelve 
hours. 

The chemical examination showed in 1000 parts :— 


8.65 parts of albumen, which coagulated on addition of alcohol, and again was 
soluble in water. 

8.57  ‘* organic matter of various kinds. 

8.09 ‘* inorganic substances. 


Kulenkampff is inclined to the belief that the traumatism caused some parts 
of the pancreas to become inflamed, thus causing a constriction or obliteration in 
the duct of Wirsung, or some of its branches. As long as the fistula continued 
to discharge, the patient became emaciated, but there was no disturbance of 
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digestion. The urine at no time contained sugar. It was noticed that the secre- 
tion was more profuse during the afternoon. The patient recovered completely 
after the closure of the fistula. 


Remarks.—This case illustrates well the difficulties which are met 
with in diagnosticating affections of the pancreas. Repeated examinations 
carefully made (direet exploration of the tumor) at the time of the second 
operation failed to throw sufficient light upon the case to enable the attend- 
ing surgeon to make a positive diagnosis. The peculiar effect of the 
pancreatic juice upon the skin turned the attention of the operator in the 
right direction, and the chemical examination of the fluid, and the physio 
logical tests to which it was subjected, finally resulted in a positive and 
correct conclusion. 

In the next case the operator asserts to have made a probable diagnosis 
before the operation. 


Case III. Gussenbauer’s Case. (Zur Operativen Behandiung der Pankreas- 
eysten, Archiv f. Klin. Chir., vol. xxix. p. 355.)—Male patient, musician, xt. 
40, who has always been in good health, and not affected by any hereditary taint, 
was taken suddenly ill after having, on a festive occasion, indulged too freely in 
the pleasures of the table. He complained of nausea, acute pain in the stomach, 
and, after having taken more alcoholic stimulants to relieve the symptoms, he 
vomited repeatedly. In a few days he recovered from this attack and remained 
well for two weeks, when he discovered a swelling in the region of the stomach, 
which increased rapidly in size, so that after two weeks it caused a visible bulging 
in the epigastric region. The appetite now became impaired, the patient com- 
plaining of a sensation of fulness after meals, accompanied by frequent eructa- 
tions. During the next month he vomited after meals and became greatly emaci- 
ated. The treatment resorted to had no effect in arresting the rapid growth of 
the tumor, which soon became the source of radiating pains through the lumbar 
and sacral regions. 

When he was first seen by Gussenbauer, Dec. 21, 1882, about ten weeks after 
the illness had commenced, he was emaciated, skin pale, and of a dirty grayish- 
brown color. Respiration thoracic; pulse full and regular. Percussion showed 
slight dulness in the left side (sternal region), from the third rib downward ; 
complete dulness from the fifth rib. In the mam line slight dulness at the 
upper margin of the fourth, complete dulness from fifth rib downward; in the 
axillary region slight dulness over seventh, and complete dulness from eighth rib. 
On the left, slight dulness began at the upper margin of the third and extended 
to the eighth in the axillary line. Auscultation showed vesicular breathing on 
both sides of the chest. On examination of the abdomen a prominent swelli 
attracted the attention, which extended over the right and left supra-umbilica 
regions, and from the left costal arch into the right hypochondriac region. In 
the middle line the tumor measured 7} inches from the xiphoid cartilage to two 
inches below the umbilicus; from the left costal cartilage to the right hypochon- 
drium, 84 inches. Over the anterior surface of the tumor, as far as it was not 
covered by the left lobe of the liver, percussion elicited clear, full, tympanitic 
resonance. If the abdominal wall were pressed against the tumor the ssion 
became dull. On inflating the stomach it could be seen rising above the tumor ; 
its great curvature was easily mapped out by inspection and percussion. The 
transverse colon seemed to crop anteriorly over the middle of the tumor. It was 
movable only to a slight degree, and seemed to follow the respiratory movements. 
Tenderness on deep and firm pressure. No ascites. Bowels somewhat consti- 
pated, stools natural, with no admixture of fat. No abnormal constituents in 
urine. The rapid growth of the tumor and its location in the bursa omentalis 
behind the stomach and transverse colon led Gussenbauer to make a probable 
diagnosis of a cyst of the pancreas or the supra-renal capsule. 
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As the patient was in a critical condition, and all other measures had failed to 
afford relief, the only hope centred on a surgical operation, which was performed 
December 22, 1872. An incision was made in the linea alba about five inches in 
length, and the peritoneal cavity opened to the same extent. The stomach and 
great omentum were seen to cover the anterior surface of the tumor. The 
omentum was detached from the great curvature of the stomach for about three 
inches ; several arteries were compressed temporarily and oo ligated. 
Through the omental incision the tumor came into view, covered by peritoneum. 
Fluctuation was now distinctly felt in the tumor. The upper and a portions 
of the incision were closed, the parietal peritoneum was sutured to the external 
skin, and the anterior surface of the cyst to the margins of the wound. Through 
one of the punctures in the cyst wall 0 dark brown fluid escaped, and, as the 
suture was tied, the opening enlarged, and the fluid escaped in a jet. A part of 
the contents of the cyst were evacuated by means of a trocar, in order to dimin- 
ish the intra-cystic pressure, and allow of a more perfect fixation of the cyst 
walls to the wound. When this had been done, an incision 1} inches in length 
was made into the tumor, from which altogether about four pints of fluid escaped. 
Exploration of the interior of the cyst with the finger pod sound indicated no 
traces of a solid tumor, but a smooth membrane lining the inner walls. The 
lower portion of the cyst walls was covered with black masses which were 
easily detached and removed without giving rise to bleeding. The cavity was 
washed out with a solution of deal a Fae drainage tube iatvaliseed,, and 
iodoform dressing applied. 

The fluid was of a grayish-black color, and contained in suspension large quan- 
tities of masses of pigment, a few red corpuscles in a state of degeneration, 
representing all forms of retrograde changes. The specific gravity of the fluid 
was 1.610, and its reaction alkaline. The dark color was due to the pigment 
which was found to be soluble in concentrated caustic soda, and in acid alcohol. 
Spectrum analysis showed the presence of hematin, but not of hemoglobin. 
Further tests p tee that it contained albumen, a body resembling mucin, and 
a material soluble in alcohol, but no bile pigment, metalbumen, peptones, or 
sugar. When the dressings were changed on the third day, the skin appeared to be 
macerated, which necessitated in the future a daily change of the dressing. The 
patient was relieved promptly by the operation, and the wound healed without 
suppuration. After a few days the discharge from the fistula became clear, and, 
upon examination, it was found to contain leucin and tyrosin. Its reaction was 

kaline, it digested albumen, and converted starch into sugar. Patient made a 
= recovery, and was dismissed three weeks after the operation, with a small 

stulous opening which continued to discharge a small amount of pancreatic 
fluid. During the time he was kept under observation the fistula closed several 
times, and each time he suffered from a rise in temperature which continued 
until the fistula opened and discharged again. 


Remarks.—The origin of the cyst in this case was believed to be a 
hematoma of the pancreas. This assumption, however, lacks demonstra- 
tion, and it is just as logical to assume that the cyst originated in the 
usual way from an obstruction, and that the blood in the cyst contents was 
an accidental product. The obstinacy of the fistula to close permanently 
would lead to the suspicion that the obstruction was of a permanent na- 
ture, either by the impaction of a calculus in the common duct, or oblite- 
ration of this channel by cicatricial contraction, the result of chronic 
inflammation. 

The next three cases of cysts of the pancreas were mistaken for ova- 
rian cysts, and the operation of ovariotomy was performed, when the 
nature of the cysts was discovered in one instance during: the operation, 
and in the remaining two at the necropsy. 
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Case IV. Bozeman’s Case. (Removal of a cyst of the pancreas weighing 
twenty and a half pounds. Medical Record, January 14, 1872.)—The patient 
was a lady 41 years of age, and perfectly healthy up to seven years ago, with the 
exception of occasional attacks of indigestion. Seven years ago she experienced 
for the first time pain in the right iliac region, extending down the right thigh, 
and at times attended with numbness. Five years ago the abdomen began to 
enlarge upon the left side, with a corresponding flatness upon the right side. The 
swelling increased slowly up to six weeks ago, when it suddenly began to grow 
rapidly. Finally it filled symmetrically the entire abdominal cavity. At the 
same time the patient became emaciated and weak. Dr. T. G. Richardson, of 
New Orleans, who examined her at this time, diagnosticated the case as one of 
cystic tumor of one of the ovaries, and advised the patient to see Dr. Bozeman. 
The patient entered the Woman’s Hospital in New York, Nov. 19, 1881, 
where she came under Dr. Bozeman’s care. The previous diagnosis was con- 
firmed by Drs. Bozeman, Thomas, and Emmet. 

Dec. 2d an operation was performed for the removal of the sup ovarian 
cyst. Full antiseptic precautions were observed before and during the operation. 
When the tumor was reached, through an incision below the umbilicus, its ap- 
pearance was identical with that of an ordinary ovarian cyst, only that its color 
was of a more deep, pearly hue. With a trocar two and one-half gallons of fluid 
were evacuated. After the fluid had nearly escaped, about two-thirds of the 
cyst was drawn through the incision, and then, for the first time, the operator’s 
suspicions were aroused that it was not ovarian. An exploration of the abdo- 
minal cavity revealed the presence of both ovaries in a healthy condition. The 
origin of the cyst was traced to the upper of the abdomen. The incision 
was enlarged upwards two inches above the umbilicus. Further examination 
showed that the stomach had been crowded against the diaphragm by the tumor, 
while the intestines were displaced in the opposite direction. The cyst was 


found adherent to the transverse mesocolon. Th tracing the cyst walls still fur- 


ther the pancreas was reached, where a large vein was discovered, which was 
very tortuous, and subsequently identified as the splenic. As this vein was in 
close relationship to the pedicle, its presence rendered the operation more diffi- 
cult. The tail of the pancreas lay in contact with the side of the cyst wall, and 
firmly adherent to it to the extent of two inches. When this portion was sepa- 
rated, the organ spread out and presented its natural appearance. The cyst 
pene from the pancreas at the junction of the outer third with the inner two- 
thirds, the pedicle being three-fourths of an inch in length, and about the same 
in thickness. The veins of the pedicle were very large. The pedicle was trans- 
fixed and secured in a double ligature and cut off. On examination of the cyst, 
it was discovered that a portion of it remained attached to the pedicle; this was 
subsequently completely removed by a careful dissection. The artery which su 

plied the cyst was as large as the brachial, and appeared to be a branch of the 
=. ery little bleeding attended the operation, and no ligatures were 

uired. 

The fluid removed was of a light brownish color, acid reaction, and a specific 
gravity of 1.020. Tumor and contents weighed twenty and a half pounds. Qui- 
nine, stimulants, and opiates were given after the pen 8 The highest tempe- 
rature, 101.5° F'., was noted on the third day, the pulse never rose above 98. 
After omitting the quinine, the temperature rose to 102.8° F. on the eighth 
day, when quinine in ten-grain doses every six hours reduced the temperature to 
nearly normal in the course of thirty-six hours. From this time the improvement 
continued uninterruptedly to the time when the patient was disc cured on 
the thirty-eighth day. 

Caste V. K. von Rokitansky’s Case, reported by Zukowski. (Grosse Cyste 
des Pankreas. Laparotomie. Tod. Wiener med. Presse, Nov. 15, 1881.)—The 
patient was a female 36 years of age, who had suffered with symptoms indicative 
of ovarian cyst for nearly three years. The tumor was first noticed in the up 

ortion of the abdominal cavity. Laparotomy was performed Feb. 27, 1881. 
he usual incision was made in the linea alba, and the supposed ovarian cyst was 
found behind the great omentum, stomach, and transverse colon. The cyst-wall 
adhered firmly to the surrounding organs, and, on attempting to separate the ad- 
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hesions between it and the transverse colon, a rent was made in the bowel four- 
fifths of an inch in length. The tear was at once closed with five sutures. The 
adhesions were so numerous, firm, and vascular, that complete extirpation of the 
entire cyst was found impossible, consequently the detach rtion of the cyst was 
crushed off with an écraseur, and the stump fastened in the abdominal incision 
and the wound drained and closed. During the operation the cyst ruptured and 
a portion of its contents escaped into the peritonea a Fifty ligatures were 
applied in preventing and securing hemorrhage. After the operation the patient 
was in a collapsed condition and came near dying on the table. She rallied from 
the immediate effects of the operation, but died on the tenth day from suppurative 

ritonitis. Some time before death, fecal matter escaped through the opening 
eft by the drainage tube. At the autopsy it was shown that the remaining por- 
tions of the cyst were connected with the pancreas. Of this organ only the head 
was found in a normal condition, of the body only a few remnants remained while 
the tail had disappeared completely. 

Case VI. Luecke’s Case. (Beitrag zur ovariotomie und zur Kenntniss der 
Abdominalgeschwiilste. Virchow’s Archiv, vol. xli. page 9.)—A female, 43 

ears old, with the exception of bronchial catarrh had always been in good health. 

n July, 1866, at the time when menstruation should have appeared she expe- 
rienced a severe pain in the right hypochondriac region, where a swelling soon 
afterwards made its ae The tumor gradually increased in size and soon 
occupied the entire abdominal cavity. During the menstrual period the swelling 
always became tender and painful. She was admitted to the hospital under 
Luecke’s care Nov. 29, of the same year, and then appeared pale and emaciated. 
She complained of difficulty in breathing, all other functions were unimpaired. 
The abdomen was symmetrically enlarged, its test circumference measured 
thirty-eight inches. The distance from the xiphoid cartilage to the umbili- 
cus measured five and three-fifths inches; from the umbilicus to the pubis seven 
and one-fifth inches. Percussion revealed dulness over the middle of the abdo- 
men as far as half way between the umbilicus and xiphoid cartilage. Lumbar 
regions tympanitic. An examination per vaginam and rectum showed that the 
uterus was displaced backward and toward the left side; upon its posterior 
surface a hard nodule could be felt. Tumor appeared to have no connection 
with uterus. On Dec. 1st menstruation set in with severe pain in the lower part 
of the abdomen. No change in temperature or pulse-rate. 

Dec. 6th. The tumor was tapped at a point to the left of the median line, and 
twenty-three pints of a turbid, yellowish fluid were evacuated. After the tap- 
ping a movable tumor was felt in the left side of the abdominal cavity, which was 
aga as the collapsed sac of the ovarian cyst. The fluid removed contained 
only a small amount of albumen. The microscopic examination showed the 
presence of large pale cells, some of them filled with granular matter. The con- 
dition of the patient was considerably improved by the tapping. Four days after 
the operation the cyst was again filling rapidly, and, on percussion, it seemed to 
occupy the middle of the abdomen, its upper margin being somewhat below the 
umbilicus. Dec. 22d. The labia majora and lower extremities were cedematous 
and the tumor was us large as before tapping. Jan. Ist, 1867, she suffered from 
a severe attack of dyspnoea during the night; at this time the area of dulness over 
the tumor had extended to within two inches of the ensiform cartilage, the um- 
bilical depression was effaced, und the lumbar regions were resonant on per- 
cussion. 

On the following day the patient was removed to a private dwelling where 
abdominal section was performed. After cutting through the skin and muscular 
layers in the linea alba, a thin, smooth, and very <aube membrane protruded 
through the wound. Through a small puncture which was made into this mem- 
brane a milk-white fluid escaped. A trocar was pushed through the membrane 
and a large amount of the same fluid poured out. Qn making traction upon the 
membrane the umbilical depression was restored. This circumstance, as well as 
the difficulty which was experienced in an attempt to separate the membrane, and 
the prolapse of the small intestine which now occurred, combined to prove that 
the supposed cyst-wall was the parietal peritoneum. The abdominal cavity was 
opened, and on exploration both ovaries were found normal in structure and posi- 
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tion. The abdominal wound was closed with two rows of sutures. The fluid 
removed measured twenty-sever and a half pints and resembled milk in its gross 
appearance, it coagulated spontaneously and contained in suspension the same 
morphological elements as the fluid removed by tapping, with the exception that 
in addition numerous fat globules were found. e patient died Jan. 5th, the 
symptoms during her illness indicating diffuse peritonitis. 

The post-mortem examination was made by Prof. Klebs. The intestines crowded 
u wh thi transverse colon studded with numerous white or myxomatous nod- 
ules, very much contracted, forming a curve with the concavity directed upward, 
being separated from the stomacl. by a cyst with thin walls. e anterior wall of 
this cyst was made up of the lesser omentum. On opening the cyst a large quan- 
tity of fluid escaped, resembling in every particular the fluid which had been 
removed from the peritoneal cavity. The floor of the cyst was covered with 
nodules composed of grayish jelly-like masses. The principal portion of this 
material belonged to the pancreas. This organ had been transformed into a mass 
four inches in width, twelve inches in length, and was composed entirely of gelat- 
inous nodules; in the centre of the mass the common duct could be identified. 
The mesentery contained numerous miliary nodules, and in Douglas’s pouch large 
nodular masses were found. Left lateral ligament also contained gelatinous 
nodules. Remaining abdominal organs healthy. The microscopical appearances 
were characteristic of colloid cancer. The disease had evidently its primary ori- 
gin in the pancreas. 

Remarks.—Although this case does not properly come within the scope 
of this paper, it presents, however, a few important and interesting points 
which have a direct bearing on the subject before us. The disease was 
malignant from the beginning, and originated primarily either in the cap- 
sule or the parenchyma of the pancreas, and extended from there by con- 
tinuity to the serous covering of the abdominal viscera. A cyst formed 
in the bursa omentalis anteriorly to the pancreas which had no direct com- 
munication with the peritoneal cavity. The walls of this cyst were made 
up of adjacent organs. The cyst occupying the same location as true re- 
tention cysts of the pancreas, gave rise to the same signs and symptoms. 
After the removal of the ascitic fluid the hydropic bursa omentalis remained 
and was displaced toward the left side, and thus simulated to perfection a 
movable cyst. Refilling of the cyst took place more rapidly than the ac- 
cumulation of fluid in the peritoneal cavity. In a diagnostic point of view, 
the severity of the pain and the presence of nodules which were felt 
through the vagina and rectum should have aroused suspicion in regard 
to the benign character of the tumor, as their presence invariably indicate 
the existence of malignant disease. 


In the following case the cyst of the pancreas was mistaken for an ab- 
scess 


Case VII. Reported by Thiersch. (Berliner Klin. Wochenschrift, 1881, No. 
40.)—A case of pancreatic fistula was admitted to the hospital with the following 
history: The patient, a stone-cutter, 88 years of age, in previous health, 
was taken suddenly ill while at work. He complained of nansea and a sensation 
of great lassitude. A tumor developed in the region of the stomach. The 
rapidity with which the tumor appeared, and the distinct fluctuation which could 
be felt, led the attending physician to diagnosticate an abscess in the anterior ab- 
——— wall. An incision was made to evacuate the —— ho the abscess, 

ut in place of finding pus, the operator, after cutting through the peritoneum, 
discovered a cystic come in the abdominal cavity. The wound was packed and 
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incision of the cyst postponed until adhesions should form between the anterior 
surface of the tumor ant the margins of the wound. Two an: one-half weeks 
after the incision was made the cyst was laid open, and about three quarts of 
chocolate-colored fluid escaped. As the fistula which formed manifested no ten- 
dency to close, the patient sought relief in the hospital. The fistula secreted a 
moderate amount of a thin serous fluid. ‘The chemical examination for pancre- 
atic juice Fe mae a negative result. Thiersch dilated the fistulous tract, and 
ascertained by further examination that the tract was outside the parietal peri- 
toneum, and reached as far as the spinal column and the tail of the pancreas. 
Thiersch was of the opinion that the cyst originated from a hematoma of the 
pancreas, and considered this the first case of recovery after such a lesion. 


Remarks.—If the statement be correct that, at the first operation the 
peritoneal cavity was opened and the wound packed, and that the cyst 
was opened after firm adhesion had taken place, it is difficult to under- 
stand how the fistulous tract could be located outside of the peritoneal cav- 
ity, as Thiersch asserts. The location and rapid growth of the tumor as 
well as the condition found at the first operation would certainly indicate 
the presence of a true retention-cyst, complicated by hemorrhage from the 
beginning, or during the growth of the cyst. Although it is stated that 
the chemical examination of the fluid secreted yielded only a negative re- 
sult, positive proof is lacking that it was not pancreatic juice, and we are 
entitled to the belief that the case was one of cyst of the pancreas, and 
the fistula a true pancreatic fistula. 

In all cases reported so far, with the exception of the fatal cases, it had 
been impossible to learn the exact seat, nature, and cause of obstruction. 
For the purpose of throwing some light on this part of our subject, I will 
refer briefly to a few post-mortem specimens, which illustrate at least one 
variety of obstruction. 

Prof. von Recklinghausen (Auserlesene Pathologisch-Anatomische 
Beobachtungen, Virchow’s Archiv, vol. xxx. p. 360) gives the result of 
post-mortem examinations in two cases of cystic disease of the pancreas 
in patients who had died of diabetes mellitus. 

The first case was a male, 40 years of age, who had suffered from diabetes 
mellitus for four years. The specific gravity of the urine was 1.030, and it con- 
tained from four to five per cent. of sugar. At the necropsy it was discovered 
that the pyloric end of the stomach was — forward by a large tumor, the 
lower portion of which was hidden behind the transverse mesocolon, which had 
been the seat of inflammation and cicatrization. ‘The stomach was connected 
with the tumor by slight adhesions, but aside of a few hemorrhagic erosions be- 
neath the mucous membrane, it showed no further signs of disease. Duodenum 
normal. Ductus choledochus permeable. Portal vein passed along the lower 
right margin of the tumor, where it was somewhat flattened and compressed. 
Splenic vein slightly dilated. Between the right border of the tumor and the 
duodenum the head of the pancreas could be seen presenting a healthy ap- 

rance, the common pancreatic duct was — at its duodenal extremity, and 

d not suffered any alterations in the head of the gland, but in the body it ap- 
proached the tumor directly, and was no longer surrounded by gland tissue, but by 
dense connective tissue, which connected the head of the pancreas with the tumor. 
At the point where the duct terminated in the tumor its lumen was completely 
filled with « calculous concretion the size of a pea. The tumor was as large as 


a child’s head, nearly round, and consisted of a dense sac, which contained a 
thin, yellowish fluid. In the fluid cholesterine and fat crystals could be seen 
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with the naked eye. On standing, it deposited a white sediment, which, under 
the microscope, showed granular cells and debris of cells. The cyst wall was of 
uniform thickness, measuring about one-eighth of aninch. The section appeared 
somewhat gray, at some points iabebapiningl with a white color. The inner surface 
of the cyst on the whole was smooth, with isolated thickened patches resembling the 
sclerotic patches in atheromatous arteries. At some points the inner surface is 
somewhat elevated by thick membranes of a ly glistening appearance and 

y color, which could be easily detached. The surface underneath these mem- 
a en patches was somewhat rough. Upon the inner and posterior walls of the 
cyst a groove could be distinctly traced from left to right, which, at its left ex- 
tremity, terminated in a canal the size of a crow’s quill, perforating the cyst wall. 
On tracing this canal beyond the wall of the sac it was found to dilate, its lining 
being white and smooth, and, at some points, being thrown into transverse folds, 
The tail of the pancreas, which contained this duct, was indurated and sclerosed, 
containing no well-marked acini, but it had retained its glandular structure. The 
terminal blind end of the duct, much dilated, was surrounded by dense connective 
tissue. The length of the duct from the sac to its termination measured two inches. 
The right extremity of the groove terminated in a second opening, through which 
a probe one-eighth of an inch in diameter could be passed directly into the common 
duct in the head of the pancreas after passing the concretion which filled the duct. 
Between the tail and head of the pancreas the glandular tissue had entirely disap- 
peared, and its space to the extent of two and one-half inches was taken up by 
the posterior wall of the cyst, which rested directly against the soft tissues be- 
tween it and the vertebral column. The large vessels behind the tumor were not 
adherent, and in no wise affected by the tumor. In his remarks on the origin of 
this cyst, the author expressed his belief that it was caused by dilatation of the 
ductus Wirsungianus from obstruction to the free outflow of the pancreatic secre- 
tion by the calculus. The lungs and intestines were the seat of extensive tuber- 
cular disease. 


Remarks.—The specimen just described illustrates an important lesson 
in pathology, viz., that long-continued obstruction will eventually result 
in total destruction of the anatomical structure and physiological function 
of the organ, or part of organ, beyond the point of obstruction. This 
fact has a direct practical bearing on the question of treating a cyst of the 
pancreas by the formation of a pancreatic fistula. The definite closure of 
the fistula would be prevented if the distal portion of the gland tissue re- 
mained intact and the obstruction to its outflow remained permanently. 
Clinical experience and pathological specimens, however, tend to prove 
that the enormous distension and pressure produced by these cysts, as well 
as the etiological conditions which produce them, result in almost complete 
obstruction of the secreting structures in the immediate vicinity of the 
cysts and the distal portion of the gland, which is equivalent to cessation 
of the secretory function of that portion of the organ. 


The second specimen described by von Recklinghausen was obtained from a 
male, aged 26 years, who also died of diabetes. The lungs, pleura, and intesti- 
nal canal revealed the presence of tubercular lesions. The pancreas had under- 
gone fatty degeneration, so that only its head contained remnants of health 
glandular tissue. The common duct in the head of the organ was found dilated, 
and presented a varicose appearance. It contained a tenacious whitish fluid in 
which were suspended small calculous fragments, composed of carbonate and 
phosphate of lime. In addition, the duct contained two calculi, of which one 
measured one inch in length and three-eighths of an inch in thickness; the 
second, still larger in size, was one and one-third of an inch long and of the 
same thickness. Both of these stones presented depressions and elevaticas on 
their surfaces which corresponded to the irregularities of that portion of the duct 
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in which they were lodged. The common duct in the body and tail of the organ 
was dilated, its walls much thickened. The same changes were observed in the 
accessory ducts which could be traced through the fatty tissue where they were 
seen to terminate in white strings of connective tissue. The distal ends of the 
smaller ducts contained mucous and fine calculous concretions. 

Remarks.—In this instance, the dilatation of the duct did not proceed 
to any great extent on account of the fatty degeneration of the organ, 
which probably occurred pari passu with the formation of the cause of 
obstruction, consequently the physiological activity of the gland was abol- 
ished, and no pancreatic juice was secreted behind the seat of impaction. 
The presence of the adipose tissue which preserved the shape and size of 
the organ is attributed by the author to a hypertrophy of the interstitial 
and adipose tissue rather than to a fatty degeneration of the secretory 
elements of the gland. 

Topographical Anatomy of the Pancreas.—For a correct interpreta- 
tion of the signs and symptoms of cysts of the pancreas, and for an accu- 
rate understanding of the relations of this organ to surrounding parts in 
their surgical treatment, it becomes necessary to refer briefly to the topo- 
graphical anatomy of the pancreas. 

The pancreas is a tongue-shaped gland placed transversely in the abdo- 
men at a point opposite the first lumbar vertebra behind the stomach, 
reaching from the hilus of the spleen to the concavity of the duodenum. 
Its right end, termed the head, is embraced by the curvature of the duo- 
denum, whilst its left or caudal extremity is in contact with the spleen. 
After opening the abdominal cavity in cadavers it can be distinctly felt as 
a firm body through the walls of the stomach. The organ is made acces- 
sible and exposed to sight by cutting the ligamentum gastro-colicum 
transversely, and by pushing the stomach upward and the transverse colon 
downward. In the saccus epiploicus, which has now been opened, the 
gland is seen in front of the large vessels. It presents three surfaces for 
examination. The anterior surface, somewhat concave, is in contact with 
the stomach throughout its entire extent, but separated from it by a cover- 
ing from the omental bursa, which renders the surface smooth and well 
adapted for the free movements of the stomach. The posterior surface is 
separated from the spine by the vena cava, aorta, the superior mesenteric 
artery and vein, the pillars of the diaphragm, and toward the liver, the 
vena porta as well as numerous lymphatic vessels and glands, all of which 
are firmly connected with this surface and the spine by connective tissue. 
To the left of the vertebral column it is attached in the same manner to 
the left supra-renal capsule, kidney, and renal vessels. The superior 
mesenteric artery and vein are embraced by the substance of the gland, so 
as sometimes to inclose these vessels in a complete canal. 

The inferior surface is narrow and directed toward the transverse colon, 
it rests at one end on the junction of the duodenum and jejunum; at 
the left end on the extremity of the transverse colon. The intervening 
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middle portion of the inferior surface has a special peritoneal covering 
derived from the lower layer of the mesocolon. Along the posterior sur- 
face and upper border of the gland are placed the splenic artery and vein , 
both pursuing a tortuous course from right to left. 

The celiac axis is above the pancreas. The common bile-duct is in 
close relution to the head of the gland passing down along its posterior 
surface, and is generally received into a groove or canal in its substance. 
The common pancreatic duct, or canal of Wirsung, is widest near its en- 
trance into the duodenum, where it is from one-twelfth to one-ninth of an 
inch in diameter. Before its termination it unites with the common bile- 
duct in the wall of the intestine, at the junction of the second and third 
portions of the duodenum, between three and four inches below the pyloric 
orifice of the stomach. The lower extremity of the head, where it curves 
behind the mesenteric artery and vein, is sometimes marked off from the 
rest, and is then called the lesser pancreas, with a special duct which 
joins the common duct in the substance of the head of the pancreas. 

The pancreas receives its blood supply from the superior and inferior 
pancreatico-duodenal branches of the hepatic and superior mesenteric ar- 
teries. The venous return takes place through the splenic and superior 
mesenteric veins. 

The nerves are derived from the solar plexus. 

Accessory Pancreas.—The pancreas, like many other glandular organs, 
sometimes presents rudimentary duplicities, and it is necessary to call 
attention to this fact for the purpose of considering the possibility of the 
origin of a pancreatic cyst from one of these appendages. 

Rokitansky (Nebenpancreas in der Darmwand, Virchow’s Archiv, vol. 
xxi. p. 369) mentions as an exceedingly rare occurrence duplicity of 
the pancreas and excessive development of accessory appendages. A fre- 
quent variety is represented by the head of the gland, the pancreas minus, 
the duct of which usually terminates in the common duct, but sometimes, 
as was first ascertained by Winslow, it takes an independent course and 
empties into the duodenum about one to one and a half inches below the 
opening of the common duct. More recently Hyrtl has called attention 
to an accessory pancreas consisting of a few isolated acini of the gland 
behind the superior mesenteric artery and vein. Klob has described an 
accessory pancreas distant and distinct from the normal organ, which was 
found between the muscular layers of the stomach about the middle of 
the great curvature. On another occasion he found a similar organ in the 
posterior wall of the jejunum, near its upper termination. In both in- 
stances the true glandular structure of these bodies was confirmed by 
microscopical examinations. 

Zenker met with six instances of supernumerary pancreas. The acces- 
sory organ was invariably in the walls of the intestine, three times in the 
highest convolution of the jejunum, twice near the duodenum, and in the 
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last case in the upper portion of this part of the intestinal tract. _ In size, 
the glands varied from a lentil to a silver dollar. They were situated 
between the intestinal tunics and presented a prominence on the serous 
surface. Klob found no excretory duct in his specimens. Zenker de- 
tected the terminal end upon the mucous surface of the intestinal canal in 
the shape of a slightly-raised papilla, which could be seen with the naked 
eye, or by means of a magnifying glass. The presence of pancreatic 
juice in the glands was also determined. In all instances the gland 
proper was found in its normal location and of natural size. All patients 
were adults. 

Like other accessory organs, the supernumerary pancreatic glands owe 
their origin to embryonal deposits of gland tissue. Although as yet no 
instance has been observed of cystic formation from an accessory pan- 
creas, there is no reason to doubt why such an occurrence should not take 
place, for the same reason and in the same manner as has been observed 
in cases of cysts from supernumerary thyroid glands. 

Pathology and Morbid Anatomy.—Cysts in the pancreas always result 
from retention of its secretion, and subsequent dilatation of the secretory 
duct, or in case of laceration of this structure, from extravasation of the 
secretion into the parenchyma of the gland and subsequent distension of 
its capsule. The size of the cyst is modified by the character and seat of 
the obstruction and its relative position to the secreting gland structure. 
The walls of the cyst are usually thin, from overdistension, in cases of 
repidly-growing cysts, or much thickened when the growth of the tumor 
has been slow and accompanied by chronic proliferation and induration 
of the connective tissue. The cyst walls in chronic cases may become 
cartilaginous or even ossified. The inner surface is either smooth or it 
presents evidences of degeneration similar to those which occur on the 
internal surface of arteries in the later stages of endarteritis. If the 
canal of Wirsung is obstructed at or near its proximal end the entire duct 
and its branches may become dilated, presenting the appearance of vari- 
cose veins, or a more uniformly rounded cyst may form of the size of an 
orange, of a child’s head, or even so large as to occupy the whole abdom- 
inal cavity, as in Bozeman’s case. As the cyst increases in size the gland- 
structure disappears by absorption in consequence of intra-cystic pressure. 
The same cause which constitutes the obstruction will often lead to de- 
struction of the parenchyma of the organ by inducing a chronic intersti- 
tial pancreatitis, which is followed by cirrhosis or fatty degeneration of 
the organ. Virchow (Die Kranhaften Geschwiilste, vol. i. p. 276) 
alludes to cysts of the pancreas under the name of ranula pancreatica, 
and describes two essential and distinct varieties. In the first class the 
entire duct is found dilated and resembles in appearance a rosary. In the 
second variety the outlet of the excretory duct is obstructed, and behind 
the seat of obstruction the duct undergoes cystic dilatation. He mentions 
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a case that came under his observation where such a cyst had attained the 
size of a fist. (Ueber die Leucin u. Tyrosin Abscheidung an der Leber. 
Virchow’s Archiv, vol. viii. pp. 360, 361.) He believes that cicatricial 
contractions or pressure of tumors upon the duct constitute the most fre- 
quent source of obstruction. Pancreatic juice in its purity is only found 
in small and recent cysts ; later on, in old or large cysts various accidental 
products are added. Albuminoid degeneration or suppuration not unfre- 
quently takes place, or hemorrhage may occur, so that the cyst contents 
assume a bright red or chocolate-colored appearance. Pepper found in 
such a cyst numerous crystals of hematoidin, while Hoppe found, in an- 
other instance, urea in the proportion of 0.12 per cent. as one of the con- 
stituents of the contents of the cyst. The pressure of the cyst upon 
neighboring organs will result in secondary pathological conditions which 
will interfere with the physiological functions of other organs, thus endan- 
gering the life of the patient. 

Aitiology.—The causes which result in the formation of small cysts of 
the pancreas or cysts which result from compression by tumors, which in 
themselves do not admit of an operation for their removal, and at the 
same time constitute a source of danger to life, do not come within the 
scope of this paper. In the latter instance the cyst is simply a sequence 
of the primary cause, and, as such, it will seldom, if ever, become the 
sole or direct object of surgical treatment. The causes of retention in 
cysts amenable to operative treatment are such which in themselves do 
not imperil the life of the patient. They may be classified as follows :— 

1. Obstruction to the outflow of the secretion from impaction of calculi 
in the common duct or its branches. 

2. Partial or complete obliteration of a portion of the duct from cica- 
tricial contraction. 

8. Sudden or gradual obstruction of the duct without diminution of 
its lumen from displacements of the pancreas. 

1. Calculi.—The impaction of the pancreatic duct‘at its outlet may 
be caused by the presence of a biliary calculus in the ductus communis 
choledochus at the junction of the former with the latter. A case of this 
kind has been reported by Engel. ( Oecesterr. Med. Jahrb., vol. xxiii.and xxiv. 
1841). In such the obstruction gives rise to retention of the secretions 
from the liver and the pancreas, and dilatation of the excretory ducts in 
both organs. Calculous concretions in the pancreatic ducts have been 
frequently observed to give rise to retention cysts. Johnston (Calculous 
and other affections of the Pancreatic Ducts, Am. Jour. Med. Sciences, 
Oct. 1883) has collected thirty-five cases in which, upon post-mortem 
examination, stony concretions were found in the pancreas. Incrusta- 
tions are not as frequent as free concretions. Gendrin has described a 
pancreatic cyst where the normal pancreatic secretion was converted into 
a fatty, chalky pap. The causes which produce a concretion in the pan- 
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ereatic duct are chemical changes in the secretion itself, or an obstruction 
to its free exit by inflammatory changes in or around the common duct. 
The degree of dilatation, other things being equal, is in direct proportion 
to the completeness of the obstruction to the outflow of the secretion. It 
may be well to allude to the possibility that in some instances a pancreatic 
calculus may remain stationary for an indefinite period of time in the 
duct, giving rise to no symptoms and only partial obstruction, until, by 
the action of some determining cause, it is forced into a position where it 
effects complete mechanical obstruction to the outflow of the fluid and a 
rapid increase in the size of the cyst. As an impacted biliary calculus 
may give rise to pancreatic obstruction, so a pancreatic calculus, when it 
is impacted at a point where compression of the common bile-duct can 
take place, will produce icterus and dilatation of the gall-bladder and bile- 
ducts. Meckel has reported such a case. (Koreff,-Diss., Sistens theo- 
reticam considerationem icteri novis quibusdam causis simul superstruct- 
am. Halle, 1763.) 

Among the specimens of pancreatic cysts so far examined which were 
caused by concretions, none of them had attained the size of those which 
have been submitted to surgical treatment. As in most of these prepara- 
tions, the calculi did not completely fill the calibre of the duct, they caused 
only partial obstruction, which would furnish an explanation of the slow 
growth and comparatively small size of the tumor. In the specimen de- 
scribed by Gould (Anatomical Museum of the Boston Society, Boston, 
1847, p. 174), it appears that the common duct was completely closed by 
two calculous concretions at its entrance into the duodenum, and this cyst 
had attained considerable size, in fact, it is the largest cyst on record, 
where it was proved that the dilatation was caused by the presence of a 
calculus. As in the successful operations on cysts of the pancreas, it has 
been impossible to ascertain the exact nature of the obstruction, the possi- 
bility of retention from a calculous cannot be eliminated with certainty. 

2. Oicatrictal Contraction.—Cicatricial contraction is always the result 
of the antecedent inflammation. The cicatrix may be located in the peri- 
pancreatic tissue or in the substance of the gland itself. Hoppe (Ueber 
einen abnormen, Harnstoff enthaltenden pancreatischen Saft vom Men- 
schen, Virchow’s Archiv, vol. ii. p. 96) made a post-mortem examination 
of a patient who had been deeply jaundiced during life. The gall-bladder 
and bile-ducts were distended with bile which contained blood, the pan- 
creatic duct was also cylindrically dilated, and many of its branches were 
distended into cysts the size of a hazelnut. The cause of retention of 
both secretions was found in a dense cicatrix which surrounded both ducts 
at their duodenal termination. Interstitial inflammation in the gland 
itself and subsequent cicatricial contraction is one of the most frequent 
causes of retention. Wyss has reported a case where the interstitial in- 
flammation was limited to portions of the head of the pancreas through 
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which the common bile-duct and the ductus Wirsunganus passed, and 
which had resulted in dilatation of the latter and its branches which again 
compressed the bile-duct, producing in this manner intense icterus. (Zur 
Aetiologie des Stauungsicterus, Virchow’s Archiv, vol. xxxvi. p. 455.) 
Bécourt has given a description of a similar specimen (Recherches sur 
le Paneréas, Strassburg, 1830), which he found in the Strassburg Patho- 
logical Museum. The patient had died of icterus. The gall-bladder and 
bile-ducts were found distended, the pancreas was converted into a dense 
tissue which, being cut into, presented a chalky deposit four to eight inches 
in length and of a yellowish color. The duct of Wirsung was dilated to 
such an extent as to form a large cyst which occupied the whole length of 
the pancreas, its walls being inseparable from the substance of the gland. 
In this case the interstitial inflammation was more extensive and the cyst 
much larger. In the case reported by Pepper and Hjelt the obstruction 
was due to the same cause. In Curnow’s case the common duct had be- 
come obliterated at its entrance into the duodenum by catarrhal inflam- 
mation. The pancreas was atrophic and its duct was filled with numerous 
calculi. The pancreatic juice had become inspissated. The cystic duct 
of the gall-bladder was impermeable, while in the common bile-duct a 
number of small gall-stones were found (Trans. of the Path. Society of 
London, vol. xxiv.). I have failed to find in the literature an allusion to 
stricture of the duct, the result of traumatism. The pancreas is an ex- 
ceedingly slender organ and somewhat friable texture, and hence, although 
remotely located and well protected by surrounding organs, I am of the 
opinion that it is more frequently the seat of injury than has been gene- 
rally supposed. If the stomach be empty and the abdominal muscles 
relaxed, a blow over the region of the pancreas may result in a serious 
contusion or laceration of the organ without rupture of its envelope. 
Again, a well-directed blow over either extremity of the gland may cause 
a laceration of the tissues by traction force, the organ being securely fixed 
in its place by firm connective-tissue attachments. The clinical history 
of several cases of rapidly growing cysts tends to prove that obstruction 
occurred in this manner. If the duct escape injury, the cicatricial con- 
traction attending and following the reparative process in the lacerated 
gland tissue will gradually compress the duct, or by lateral traction change 
its direction. If the duct be ruptured at the time of injury its lumen may 
become completely filled by a thrombus which renders it impermeable, 
giving rise to retention and extravasation of the secretion primarily, and 
secondarily to definitive occlusion of the duct by cicatricial contraction at 
the point of injury. I am quite convinced that in the case which I have 
reported the retention was the direct result of traumatic stricture of the 
commeoa duct. Although this view is not supported by evidence from 
post-mortem examinations, it is confirmed by analogous production of cysts 
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in other locations. It is evident that this class of cases would furnish the 
most favorable conditions for successful surgical treatment. 

8. Obstruction from Displacement of the Pancreas.—As the pancreas 
is retained in its normal transverse position by the surrounding organs 
and connective-tissue attachments, a relative change of position of portions 
of the gland would result in a bending of the organ and obstruction in the 
duct at the point of flexion. This condition was the cause of retention in 
a case related by Engel (op. cit.), who found in a woman sixty years of 
age that the tail of the pancreas formed a right angle upward with the 
principal duct of the gland. A dislocation of this kind can occur in one 
of the following ways :— 

1. Abnormal relaxation of the connective-tissue attachments of the gland 
permitting a portion of the organ to descend by its own weight lower in 
the abdominal cavity. 

2. Pressure upon the gland by tumors or exudations. 

8. Cicatricial contraction in the substance of the organ or the peri- 
pancreatic space. 

That the whole pancreas can become displaced is proved by the case 
reported by Dobrzycki. (Fall von beweglicher Bauchspeicheldriise, Vir- 
chow u. Hirsch’s Jahresb., 1878, vol. ii. p. 215.) A man, 50 years of age, 
fell from a distance of some yards ; symptoms arising after the fall similar 
to those of a floating kidney. By palpation the displaced organ could be 
located. Saline fluid which was vomited resembled pancreatic juice. In 
the hypogastrium a movable tumor could be felt, corresponding in position 
and shape to the pancreas. 

Diagnosis.—The question of diagnosis can only be entertained in cases 
where the cyst has attained very considerable proportions. The most im- 
portant points to be taken into consideration are the history of the case, 
and the anatomical location of the tumor and its relations to the surrounding 
organs. The cases which have been reported have occurred exclusively 
in adults. Sex appears to exert no determining influence. In a number 
of cases the clinical history alludes distinctly and forcibly to traumatism 
as the exciting cause. In Gussenbauer’s case the beginning of the 
illness was traced to indiscreet eating and drinking. In all instances of 
cystic tumors in the region of the pancreas close inquiry should be made 
to ascertain the existence of antecedent inflammatory affections of the 
organ, or in its immediate vicinity. A history pointing toward the ex- 
istence of biliary or pancreatic calculi will also prove valuable in arriving 
at positive conclusions. Rapid growth of the tumor speaks in favor of its 
pancreatic origin. In Gussenbauer’s, Kulenkampff’s, and my own case the 
tumor attained an enormous size within a few weeks. Considering the 
relations of these cysts to important surrounding organs it is remarkable 
that they give rise to no serious symptoms aside from the pressure they 
exert upon adjacent organs. Pain is not a constant symptom, and when 
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it is present it is due more to the causes which produce the cyst than to 
the cyst itself. In this respect cysts of the pancreas form a counterpart 
to malignant disease when it affects this or neighboring organs. Emacia- 
tion is due either to a coexisting affection of the gland, or the impairment 
of function of important organs by pressure of the cyst. It is never as 
marked in these cases as in malignant disease. The supervention of fatty 
stools would point toward the existence of some coexisting serious lesion 
of the pancreas rather than the existence of a simple cyst of the organ. 
This symptom was not found present, or it was overlooked in all cases 
which have been operated upon. Of twenty-eight cases of stearrhwa, 
which were compiled by Ancelet (Btudes sur les Maladies du Pancréas, 
Paris, 1867) sixteen were examined post-mortem. In five of these cases 
there was occlusion of the ductus choledochus and pancreaticus, in three 
occlusion of the pancreatic duct alone. In one there existed a carcinoma of 
the pancreas, in one inflammation of the pancreas and some of the adja- 
cent organs. In the remaining cases disease of the liver, the bowels, or 
only marasmus was found. In thirteen cases of pancreatic calculi col- 
lected by Johnston (op. cit.), only three fatty stools were observed ; in 
six cases diarrhea; in four cases malena; and constipation in the re- 
maining six. The presence of fat in the stools is a symptom of great im- 
portance in the recognition of pancreatic disease, but that it is not of ab- 
solute diagnostic significance is proved by the well-known fact, that the 
same condition will follow upon the obstruction of the biliary passages 
and other affections which impair the functional activity of other organs 
of digestion. 

Obstruction of the principal duct impairs digestion more than when its 
distal extremity, or one of the accessory ducts is involved. The actual 
illness of the patient is usually preceded for a variable length of time by 
more or less marked symptoms of gastro-intestinal derangement, accom- 
panied in some instances by pain in the region of the pancreas. 

A peculiar color of the skin, which is believed by some to be character- 
istic of pancreatic disease, must be mentioned, as it was observed in several 
cases of calculous affection and cysts of the pancreas. The appearance 
presented by these patients is variably described as being unhealthy, pale- 
yellow, dirty, or earthy. The intimate relations of the cyst to the celiac 
plexus will explain the cause of celiac neuralgia which is met with in some 
of these cases. Atrophy of the celiac plexus from long-continued pressure 
may give rise to mellituria for the same reason that Klebs has affirmed 
that partial extirpation or atrophy of the celiac plexus will cause the pre- 
sence of sugar in the urine. Diverse diseases of the pancreas have also 
been known to produce diabetes mellitus, Cases of this kind have been 
reported by Cowley (1788), Bright, Elliotson, Frerichs, Fles, Hartsen, 
Silver, Recklinghausen, Munk, Seegen, and Friedreich. Klebs démon- 
strated by his experiments that complete extirpation of the pancreas or 
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ligature of its duct invariably gave negative results, as far as diabetes was 
concerned, and this may account for the fact that no sugar was found in 
the urine in the cases reported in this paper. The cyst when examined 
early, before it has attained considerable size, is always found in the region 
normally occupied by the pancreas. The exact location, however, is not 
always uniform, as it will depend upon the portion of the pancreas from 
which the cyst has taken its primary origin. It may be situated below the 
right lobe of the liver, as in Kulenkampff’s case, in the epigastric region, 
as in Gussenbauer’s case, or in the left hypochondrium, as noted in my case. 
When the tumor has attained a large size, or occupies the whole abdominal 
cavity, it will be difficult, and in the latter case impossible, to determine by 
any known means its primary origin. In such cases it is of paramount 
importance to study its relations to adjacent organs. The tumor is always 
and invariably situated in the bursa omentalis, and from this point as it 
increases in size it encroaches upon the space occupied by adjacent organs. 
The stomach is pushed forward in all cases, and later to the right. The 
transverse colon is displaced downward, the spleen to the left, and the 
diaphragm and contents of the chest upward. The cyst being in direct 
contact with the diaphragm it usually ascends and descends with the 
respiratory movement of the chest. 

In doubtful cases it will become necessary to inflate the stomach and 
colon, with a view to ascertain their relative position to the cyst. If the 
patient be a female, and the tumor occupy the entire abdominal cavity, it 
will simulate cystic disease of the ovary so closely that a differential diag- 
nosis between the two isimpossible. The cases reported by Luecke, Boze- 
man, and Rokitansky furnish adequate proof of the correctness of this 
statement. The proximity of the abdominal aorta is such that the im- 
pulse of the artery is imparted to the tumor which, however, pulsates only 
in one direction—away from the artery—a fact which will always distin- 
guish it from an aneurism. Unless the cyst is exceedingly tense, a sense 
of fluctuation is always imparted by palpation. Palpation is rendered 
difficult on account of the deep location of the pancreas and the rigidity 
of the recti abdominis muscles. The normal pancreas can only be felt 
under certain favorable conditions. Concerning this point, Sir William 
Jenner says: * By deeply depressing the abdominal walls about a hand’s 
breadth below the umbilicus, by then rolling the subjacent parts under 
the hand (the stomach and colon must be empty), it might be possible to 
detect it in an individual who is thin, and whose tissues are lax.” In 
case the examination is rendered difficult, on account of great rigidity of 
the abdominal muscles, this obstacle can be overcome by examining the 
patient while under the influence of an anesthetic. An exploratory 
puncture with a fine and perfectly aseptic needle of a hypodermic 
syringe will not only add material diagnostic information by revealing 
the character of the cyst contents, but the procedure will also settle the 
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question as to the existence or absence of adhesions between the cyst 
walls and the parietal peritoneum. 

In the differential diagnosis the following affections will come up for 
consideration :— 

1. Malignant disease of the pancreas or adjacent organs. 
Aneurism. 
- Echinococcus of liver, spleen or peritoneum. 
. Affections of retro-peritoneal lymphatic glands. 
. Hydro, or pyo-nephrosis. 
. Cystic disease of supra-renal capsule. 
. Circumscribed peritonitis with exudation. 
. Ascites. 
. Cystic disease of ovary. 

1. Malignant Disease of the Pancreas or Adjacent Organs.—Carcinoma 
or sarcoma of the pancreas or adjacent organs as in every other locality 
always manifest their presence by their most characteristic clinical fea- 
tures, pain, emaciation, and progressive local and general infection. The 
age of the patient and the previous history of the case will also furnish 
important diagnostic information. Large pancreatic cysts are unilocular, 
while on the other hand, if a malignant tumor has undergone cystic de- 
generation, usually more than one cyst can be recognized. Hardness and 
irregulazity of surface speak in favor of malignancy; on the other hand, 
smoothness, and a regular round or oval contour of the tumor are constant 
features of a pancreatic cyst. The time which has elapsed since the be- 
ginning of the illness is also of importance. A rapidly growing pancreatic 
cyst will assume a size in two or three weeks which even for a malignant 
tumor would require as many months. 

2. Aneurism of the abdominal aorta can be distinguished from a pul- 
sating pancreatic cyst by its pulsations being felt in all directions and by . 
the presence of a bruit. As a further test, the suggestion of Dr. Pepper 
may be resorted to, which consists in placing. the patient in the genu- 
pectoral position, when the tumor by gravitation will leave the aorta and 
all pulsations will cease. Steady pressure will diminish the volume ea 
an aneurism but will have no effect on a cyst of the pancreas. 

8. Echinococcus cysts of the liver, spleen, or peritoneum could be easily 
mistaken for a cyst of the pancreas. ‘The peculiar fremitus sometimes felt 
on palpating an echinococcus cyst should always be sought for. Multi- 
plicity of cysts would decide in favor of something else than a pancreatic 
cyst. The presence of hooklets in the aspirated fluid would furnish posi- 
tive evidence in favor of the presence of an echinococcus cyst, while their 
absence would not exclude the possibility of the tumor being a sterile echi- 
nococcus cyst. As the surgical treatment in both instances would be iden- 
tical, it is sufficient for practical purposes to narrow the diagnosis down to 
a probable existence of either affection. 
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4. Affections of Retro-peritoneal Lymphatic Glands.—Neoplasms, 
inflammation, suppuration, or hypertrophy of the retro-peritoneal glands 
behind the pancreas might simulate a pancreatic cyst, and as a wrong 
diagnosis in such an event might prove disastrous to the patient and 
reflect discredit upon the surgeon every diagnostic resource should be 
exhausted in order to prevent such error. Enlargement of the lymph- 
atic glands from any cause, sufficient in extent to simulate a pancreatic 
cyst, would almost of necessity give rise to serious constitutional disturb- 
ances and extension of the disease to neighboring organs. 

5. Hydro- or Pyo-Nephrosis.—In hydro- or pyo-nephrosis the early 
clinical history will present a group of symptoms pointing toward some 
lesion in the pelvis of the kidney or ureter. A chemical and microscopi- 
cal examination of the urine may furnish conclusive evidence of the exist- 
ence of some renal affection which has produced the obstruction. ‘Tumors 
of the kidney usually occupy a lower place, and are more laterally located 
than tumors originating in the pancreas. In case of a pancreatic cyst the 
lumbar region below the kidney is tympanitic, which is not the case in 
hydro- or pyo-nephrosis. In case of doubt an exploratory puncture may 
enable us to arrive at a positive conclusion. 

6. Cystic Disease of the Supra-renal Capsule.—The supra-renal capsule 
may be the seat of cystic degeneration and simulate a cyst of the pancreas 
so closely that a differential diagnosis is impossible. In Gussenbauer’s 
case the diagnosis remained doubtful between a cyst of the pancreas and 
a cyst of the supra-renal capsule. The bronzed skin, so frequently ob- 
served in diseases of the supra-renal capsule has been also seen in affec- 
tions of the pancreas. As the operative treatment in either case would 
be the same, it is not essential, for practical purposes, to make a positive 
diagnostic distinction between the two. 

7. Cireumseribed Peritonitis, with Exudation.— Primary peritonitis 
with a circumscribed exudation in the region of the pancreas would reveal 
a history pointing toward an inflammatory affection accompanied by the 
usual symptoms attending inflammation of this membrane. Fever, pain, 
and tenderness are symptoms which are either foreign to the history of 
cysts of the pancreas, or, when present, they are less intense than in peri- 
toneal inflammation. In peritonitis the exudation would be necessarily 
in the peritoneal cavity, while pancreatic cysts always occupy the omental 
bursa. 

8. Ascites.—The question of diagnosis between a cyst of the pancreas 
and ascites can only arise in case the whole abdominal cavity is distended 
by the tumor or effusion. The causes which produce ascites must be con- 
sidered separately and individually, as they are usually of such a character 
as to exclude a suspicion of pancreatic disease a satisfactory diagnosis can 
be reached without an exploratory puncture, but if any doubt remain 
this harmless procedure will furnish the requisite information. 
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9. Cystic Disease of Ovary.—From the cases reported we have gleaned 
that in at least three cases, large cysts of the pancreas were mistaken for 
cystic disease of the ovary by surgeons of prominence and ability who 
made thorough and repeated examinations. It is not difficult to conceive 
that in case the tumor has assumed such dimensions as to fill the entire 
abdominal cavity, it would be impossible to differentiate between a cyst 
of the pancreas and the ovary, even by a most scrutinizing examination. 
The physical signs presented by either, resemble each other so closely 
that they cannot be relied upon in discriminating one from the other. The 
early history of the case, if it can be obtained from a reliable.source, is of 
more diagnostic value. In pancreatic cysts the early symptoms are usu- 
ally referred to disturbance of the digestive functions, and the patient has 
been aware of the presence of a tumor in the upper portion of the abdom- 
inal cavity. An ovarian tumor necessarily begins in the opposite portion 
of the abdominal cavity, and gives rise to pelvic distress and disturbance 
of the menstrual function. As the surgical treatment in both instances 
would be the same, it is practically not essential to make a positive dis- 
tinction between the two, before an exploratory incision will reveal the 
true nature and origin of the cyst. 

In recapitulation, it may be stated that a positive diagnosis has so far 
not been made in a single instance, and that for all practical purposes it is 
only essential to make a probable diagnosis between a pancreatic cyst or 
some other kind of a cyst which would call for the same kind of surgical 
treatment. In very obscure cases an exploratory incision under antiseptic 
precautions for diagnostic purposes is a justifiable procedure. 

Prognosis.—Physiologists are agreed in assigning to the pancreas a 
most important function in the digestion of organic food. We know that 
by a special ferment it assists in the transformation of starch into dextrine 
and sugar, and in the digestion of albumens and fat. We should naturally 
expect that in diseases of this organ the digestion of the substances would 
be impaired in proportion to the amount of gland tissue destroyed. On 
the other hand, we have abundant evidence to show that even total disor- 
ganization or destruction of the pancreas is not incompatible with normal 
digestion and perfect health. It would seem to appear that in the absence 
of the pancreatic secretion other organs assume a vicarious action, and 
digestion proceeds unimpaired. It is also important to remember, that 
even a large cyst of the pancreas does not necessarily result in extensive 
destruction of the gland, and that the remaining gland tissue continues to 
secrete and discharge a sufficient amount of pancreatic juice. In Boze- 
man’s case the cyst occupied the entire abdominal cavity, and yet, at the 
Operation the greater portion of the gland was found healthy in structure. 
The integrity of the structure and function of the gland depend less on 
the presence of the cyst than the causes which were concerned in its 
production. 
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The dangers arising from the cyst itself consist in: 1. Its interference 
with the functions of other abdominal organs by pressure. 2. Rupture of 
cyst and escape of its contents into adjacent hollow organs or peritoneal 
cavity. Compression of the stomach and interference with its normal 
peristaltic action, is a constant occurrence when the cyst has developed to 
any considerable size. When such is the case, vomiting soon after meals 
takes place, as was noted in a number of cases which have been reported. 
When the cyst is of very large size most all of the abdominal organs suffer 
by compression, and both digestion and absorption are impaired by mechan- 
ical pressure. The diaphragm being at the same time pushed upward, 
the heart and lungs are displaced in the same direction, and embarrass- 
ment of circulation and respiration follows as a necessary sequence. Like 
any other benign abdominal tumor the cyst proves dangerous to life by 
interfering mechanically with the functions of more essential and impor- 
tant organs. 

The second source of danger is rupture of the cyst and escape of its 
contents into adjacent organs, an accident which may be followed by im- 
mediate death from hemorrhage, or the life of the patient is placed in 
jeopardy by suppurative inflammation in the interior of the cyst, or peri- 
tonitis, in case the contents have escaped into the peritoneal cavity. In 
Pepper’s case, the immediate cause of death was hemorrhage consequent 
upon rupture of the cyst into the stomach (AMERICAN JOURNAL OF THE 
Mepicat Sciences, 1871, p. 159). At the post-mortem examination a 
large amount of blood was found in the stomach and intestine, which had 
entered through an opening about one-half an inch in diameter, close to 
the proximal termination of the ductus communis. A probe passed 
through this opening directly entered a cyst in the head of the pancreas. 
A communication with any portion of the gastro-intestinal tract would 
almost of necessity lead to infection and suppurative inflammation in the 
interior of the cyst, which, under unfavorable circumstances, might lead 
to a fatal termination from septicemia or extension of inflammation to 
adjacent organs. The prognosis may be said to depend: 1. On the na- 
ture and cause of obstruction. 2. Size of cyst. 3. The absence or pre- 
sence of complications. ; 

Treatment.—In the treatment of a pancreatic cyst, the indications are 
the same as in the treatment of any other kind of cyst, viz.: 1. Extirpa- 
tion of the cyst. 2. Evacuation of its contents and obliteration of the 
cyst. Extirpation was attempted in Bozeman’s and Rokitansky’s cases ; 
in the former instance with complete success; in the latter the operation 
was not completed, and the patient died a few days afterwards of septic 
peritonitis. It is proper to state that in both cases the operation was done 
for the removal of a supposed ovarian cyst, and that a correct diagnosis 
was made in the first case during the operation, after the pedicle was 
traced to the pancreas, and the intact portions of the gland were indenti- 
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fied. In the second case the post-mortem examination revealed the true 
nature and location of the cyst. 

The brilliant result obtained by Dr. Bozeman is well calculated to stim- 
ulate others to follow his example. Extirpation of the cyst would guard 
most effectually against the formation of a permanent pancreatic fistula ; 
but, on account of the deep location of the pancreas, shortness or absence 
of a pedicle, and the many obstacles thrown in the way of the operator 
by adjacent organs, the procedure becomes one surrounded by innumer- 
able difficulties, and in the present state of our science, of doubtful pro- 
priety. Simple evacuation of the cyst contents by means of an aspirator 
offers two principal objections against its adoption in the treatment of 
cysts of the pancreas. 1. Escape of cyst-contents into the peritoneal 
cavity. 2. Reaccumulation of secretion. 

Reasoning from analogy, we should naturally expect that when pancre- 
atic juice is brought in contact with the peritoneum it would produce a 
destructive effect upon it by its digestive properties, or it might be even 
followed by diffuse peritonitis. In opposition to this assumption, it is af- 
firmed that in experiments on the pancreas, it happens quite frequently 
that pancreatic juice escapes into the abdominal cavity from the canula 
introduced into the pancreatic duct without any bad results on the animal. 
Concerning this point, Heidenhain (Archiv f. d. Gesammte Physiologie, 
vol. xiv. p. 466) says: ** The animals do not suffer from this circum- 
stance, as the duct is regenerated in spite of the wounded surface being 
bathed in the secretion. Nevertheless it is difficult to explain this. Why 
do not the wounded and suppurating tissues undergo digestion by the pan- 
creatic juice? The efficacy of the albumen ferment is destroyed in some 
way I presume, probably by being changed into zymogen, the living tissues 
having the same effect on the juice, as Podolinski observed, by treating 
the pancreatic juice with pulverized zinc or yeast ferment.” . . . 
Although small quantities of pancreatic juice may escape into the perito- 
neal cavity of an animal without any serious consequences, we have no 
evidence to show that the peritoneal cavity in man is possessed of the same 
immunity against such accident; and it would not be prudent to expose 
a patient to such risk without more light is thrown on this subject by 
further observation and experiment. At the same time we must not for- 
get that pure pancreatic juice is only found in small cysts, as the contents 
of large cysts have undergone various transformations, and are mixed 
with different accidental products, which might prove an additional source 
of danger in producing peritonitis. In all of the cysts where a pancre- 
atic fistula was established, the artificial opening continued to discharge 
the secretion for a variable period of time, and in two cases the discharge 
had not ceased at the time the report was made, and hence reaccumula- 
tion would have been inevitable in case the fluid had been removed by 
aspiration. 
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For these reasons the treatment by aspiration should be limited to cysts 
of moderate size, and where adhesions have formed between the cyst and 
the anterior walls of the abdomen. In cases presenting these favorable 
conditions, aspiration deserves a trial, and may be repeated as often as 
required, or until symptoms arise which call for more radical measures. 
The needle should always be thoroughly disinfected by passing it through 
the flame of a spirit-lamp and by dipping it in a five per cent. solution of 
carbolic acid. The puncture is made obliquely so as to prevent the for- 
mation of a fistulous opening. The fluid should be withdrawn slowly, and 
the cyst emptied as completely as possible. After the operation, gentle 
pressure should be made over the cyst by applying a compress and elastic 
bandage. 

The safest, and at the same time, the most efficient treatment, consists 
in establishing a pancreatic fistula. The operation which accomplishes 
this purpose most safely and in the shortest time, consists in exposing 
the cyst by an incision, stitching its walls to the margins of the wound. 
The same aseptic precautions must be observed before, during, and after 
the operation, as in any other abdominal operation. The stomach being 
generally pushed forward and toward the right by the cyst, it is advisable 
to empty this organ completely as a preliminary measure by abstinence of 
food and the use of the siphon irrigator. Except in my case, the incision 
was always made in the linea alba. 

It seems to me that the incision should always be made over the most 
prominent part of the tumor, and as near as possible over the seat of ob- 
struction. In following this rule we select the place where we are most 
likely to find adhesions, at the same time we establish the straightest and 
most direct route to the primary origin of the cyst. An incision through 
the linea alba, or parallel with the costal arch, will afford the easiest 
access, with a minimum risk of injury to important parts. The external 
incision should be at least four inches in length, while the peritoneum 
should only be opened to the extent of two inches for the purpose of 
making an exploratory examination, to be enlarged as occasion may re- 
quire. If adhesions be found between the cyst and the omentum, and 
the omentum and the parietal peritoneum, the cyst is punctured with an 
exploratory needle, and, if the diagnosis be corroborated, the operation is 
finished by incising and draining the cyst. If no adhesions be found 
between the omentum and peritoneum, the former is incised so as to 
expose the cyst-wall, when either of the following plans may be pursued : 
The parietal peritoneum is stitched to the skin with catgut. The mar- 
gins of the omental wound are pushed back under the abdominal walls so 
as to expose the cyst freely when the wound is packed from the bottom 
with iodoform gauze, and an antiseptic dressing is applied and retained 
for six or eight days, or until adhesions have formed between the cyst 
and the margins of the wound, which have effectually shut off the perito- 
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neal cavity, when the cyst is incised and drained. Suturing of the cyst- 
wall to the margins of the wound as a preliminary operation should never 
be resorted to, as, on account of the thinness of the cyst-walls, there is 
danger of escape of fluid into the peritoneal cavity from the punctures 
made by the needle, an occurrence which the procedure was intended to 
obviate. With proper care, however, the operation can be completed at 
once. 

The cyst-wall is grasped with two many-toothed forceps and drawn 
forward so as to bring it in accurate and close contact with the margins 
of the wound, when the fluid is removed with an aspirator or trocar with 
the same care as in emptying an ovarian cyst. As the cyst becomes 
empty it is pulled through the wound, which obviates any further danger 
of escape of fluid into the peritoneal cavity. When the cyst is nearly 
empty it is freely incised and sutured to the peritoneal lining of the ab- 
dominal wound. The drainage tube should be fully three-fourths of an 
inch in diameter, and must reach from the bottom of the cyst to the sur- 
face of the wound. After emptying the cyst completely by compression, 
and placing the patient on his side, a large Lister dressing is applied for 
the purpose of guarding against infection, and to absorb the secretions. 
Frequent change of dressing may be required on account of copious 
escape of pancreatic secretion. Past experience would dictate the ad- 
visability of protecting the skin against the digestive action of the pan- 
creatic juice by applying carbolized oil freely. The antiseptic dressings 
should not be abandoned until the peritoneal cavity has become completely 
closed by firm adhesions, and the size of the cyst has been reduced to a 
fistulous tract. The drainage tube is shortened from time to time as the 
depth of the fistulous opening is diminished by obliteration of the cyst 
from the bottom of the tract. 

The speedy obliteration of the cyst will depend on the continuance, 
abatement, or removal of the obstructing cause, or the condition of the 
gland tissue distal to the seat of obstruction. If the stricture in the com- 
mon duct of the pancreas be complete and of a permanent character, the 
obstruction will continue, and if healthy gland tissue remain on the 
distal side the fistula will continue to discharge pancreatic juice. If the 
inflammation which caused the obliteration of the duct subside and the 
passage again become permeable, the natural outlet will be again estab- 
lished and the artificial duct will become obliterated. If an impacted 
calculus has caused the retention and the fistula continues to discharge, a 
careful examination should be made to detect the calculus, and, if found, 
an effort should be made to remove it through the fistulous opening. If 
the obstruction has become permanent and the gland tissue on the distal 
side has been destroyed either by the cause or causes which produced the 
obstruction, or by the intra-cystic pressure, that portion of the organ has 
been deprived of its functional capacity, and as no pancreatic juice is 
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secreted, definitive obliteration of the cyst and permanent closure of the 
fistulous tract will take place in a comparatively short time. 

In recapitulation, I believe I am justified in submitting the following 
conclusions 

1. Cysts of the pancreas are true retention cysts. . 

2. Cicatricial contraction or obliteration of the common duct or its 
branches, and impacted calculi are the most frequent causes of cysts of 
the pancreas. 

3. A positive diagnosis of a cyst of the pancreas is impossible, a prob- 
able diagnosis between it and some other kind of cysts amenable to the 
same surgical treatment is adequate for all practical purposes. 

4, The formation of a pancreatic fistula under antiseptic precautions 
recommends itself as the safest and most expedient operation in the treat- 
ment of cysts of the pancreas. 


Articte II. 

Tae INFLUENCE OF CocAINE, ATROPINE, AND CAFFEINE ON THE HEART 
AND BioupvessELs. By H. G. Beyer, M.D., M.R.C.S.,Passed Assistant 
Surgeon U. S. N., Honorary Curator, Section Mat. Medica, U. S. National 
Museum. 


THERE are few known drugs that have, within such a short space of 
time, risen from comparative obscurity to such practical as well as theo- 
retical importance as cocaine. Its great value as a local anesthetic, and 
its wide application in all the branches of medicine and surgery, together 
with our comparative ignorance in regard to many points of its action on 
the animal organism, is perhaps quite sufficient argument in favor of any 
attempt calculated to throw more light on the subject. 

The fact that cocaine, applied to mucous surfaces, will produce tempo- 
rary localized anesthesia being now firmly established and generally ac- 
cepted, and, it being furthermore well recognized that it also produces 
dilatation of the pupil, the important question now arises how all this is 
done, and what is the mechanism of the production of these two conditions. 
This is a problem which is as yet far from being solved. 

When we reflect that the experimental evidence, which so far has been 
adduced in explanation of the phenomenon of pupillary dilatation produced 
by atropine and that of pupillary contraction by opium, two such long and 
well-known drugs, is as yet far from being considered as generally satis- 
factory, we may perhaps be much better able to realize also the difficulty 
which must necessarily be in the way of solving a similar problem with 
regard to cocaine. It may require the work of many intelligent physiolo- 


= 


1885. ] Beyer, Cocaine, Atropine, and Caffeine. 49 


gists for several years to come in order to bring the problem to a final 
solution which will prove satisfactory to all. 

A priori, the anesthesia produced by cocaine might be due to its directly 
paralyzing influence on the terminal filaments of sensory nerves and nerves 
of special sense, the production of anesthesia being also accompanied by 
a temporary abolition of special sense, at least as far as the mouth, ear, 
and nose are concerned. By many, no doubt, it has been supposed that a 
stimulating influence on the sympathetic is the cause underlying both the 
production of anesthesia as well as that of pupillary dilatation, and, indeed, 
the probability in favor of such action is very great, and would explain 
everything very satisfactorily if experiment would prove it. By still 
others, the anesthesia has been thought to be probably due to a temporary 
contraction of the capillaries, in consequence of which the tissues are, for 
the time being, deprived of their normal blood supply and thus rendered 
insensible to external impressions. The latter view has been advanced 
by Dr. Edward R. Squibb, in his Zphemeris, January and March, 1885, 
and has a great deal in its favor. A certain amount of blanching of those 
mucous surfaces to which cocaine has been applied is almost invariably 
present by the time anesthesia has become established. A slight amount 
of capillary contraction may also be seen by any one in the expanded frog’s 
web after the direct application or hypodermic injection of cocaine, more 
marked when the capillaries had previously been irritated and an artificial 
dilatation thus been produced. 

It was with a view of throwing, if possible, some additional light on the 
influence of cocaine on the circulatory apparatus that the following obser- 
vations were undertaken. Soon after beginning my experiments with 
cocaine on the heart of the terrapin I was very much impressed with the 
great similarity of the effect produced by cocaine and atropine. The action 
of the latter drug had formed the subject of some of my previous experi- 
ments, but, on account of the supposed peculiarity of some of them, they 
were not ail published at the time. 

This strjking similarity made me subject atropine to renewed and more 
extended investigation with results to be referred to hereafter more in 
detail. 

Caffeine was also afterwards taken up in addition to these because of 
the supposed similar action. 

All the experiments here described were made in the laboratory of the 
Museum of Hygiene under the auspices of the Bureau of Medicine and 
Surgery, Navy Department, Washington, D.C. My thanks are, there- 
fore, due to the chief of that bureau, Surgeon-General Francis M. Gunnell, 
and also to Medical Director John M. Browne and Surgeon C. H. White, 
for much kindness in facilitating my work. 

No. CLXXIX.—Juty, 1885. 4 
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The experiments fall into two groups— 


I. Experiments on the work done by the heart when isolated from the 
central nervous system. 
II. Experiments on the flow through the bloodvessels of animals whose 
brains and spinal cords had been destroyed. 


Metnops oF INVESTIGATION EMPLOYED. 


I. On tHe Heart.—This method as here used, was, I think, originally 
suggested by Prof. H. Newell Martin, and has since been employed in the 
laboratory of the Johns Hopkins University at Baltimore, by several of 
the advanced students in physiology, and become variously modified and 
perfected until now it forms one of the best and readiest means for study- 
ing the action of drugs on the heart of cold-blooded animals. The opera- 
tion is nearly the same for both frogs and terrapins. If a terrapin is used 
it is weighed, its head cut off, and the spinal cord destroyed; the plastron 
is then removed, the pericardium opened, and canulas introduced into two 
or three of the great venous trunks leading to the sinus, designated as 
‘inflow canulas,” and usually two canulas into the arterial stems lead- 
ing from the ventricle, designated as ‘outflow canulas,” the remainder 
of the vessels directly connected with the heart are ligatured and the 
entire organ thus prepared is left in situ. I should like, here, to put 
stress on the necessity of placing at least two inflow as well as two outflow 
canulas into the afferent and efferent vessels of the heart respectively, for, 
unless this precaution is taken, the condition of the heart cannot be called 
entirely normal, as will be readily seen from a glance at the anatomy of 
that organ in the terrapin; only a portion of the heart would really be 
kept in circulation with only one arterial and one venous canula. The 
operation being finished, the animal is placed in a box especially made 
for the purpose. The box is of wood, with a suitable support inside of 
it, against which the back of the terrapin can rest securely, and is covered 
with a glass cover, which can be removed. The creature is thus protected 
from any injurious outside influences, such as draughts, etc. 

The nutrient fluids are supplied to the heart from a system of Mariotte’s 
flasks, each holding about 1000 c.c., and by means of rubber tubes and 
Y -shaped glass tubes, so connected that the flow from each passes through 
a common outlet. This outlet tube is in the same way connected with 
the two or three inflow or venous canulas leading into the sinus... When 
different liquids are used, they were contained in separate Mariotte’s flasks, 
carefully adjusted, so that the pressure under which the liquid flowed out 


1 In all the experiments on the heart described in this paper the venous pressure 
indicates the height above the heart of the bottom of the air-tube of the supplying 
Mariotte’s flasks. For example, ‘‘ venous pressure 4 cm.’’ indicates that the liquid 
supplied to the heart enters the canulas supplying that organ under a pressure exerted 
by a column of the nutrient liquid four centimetres in height, and so on. 
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of them was the same for all. The supply tubes of these flasks had stop- 
cocks on them, by the closing and opening of which any one flask could 
at will be used to feed the heart. All the Mariotte’s flasks stood on the 
same horizontal platform, and were raised and lowered equally by moving 
this support, if it became desirable to change the venous pressure in the 
course of an experiment. 

The outflow canulas coming from the aorte, or, in some cases, also 
from the pulmonary artery, were all connected with a single tube, from 
the distal end of which liquid, pumped around by the ventricle, flowed 
out and was collected und measured at certain intervals. The height of 
the orifice of this tube above the heart is referred to in each experiment 
as the “arterial pressure.” Being kept constant throughout an experi- 
ment any variation in the weight of blood pumped out in a unit of time 
was proportional to the variation in the work done; that is to say, the 
“lift” remaining the same, any change in the work was indicated by and 
directly proportional to variation in the “load” lifted. 

As the specific gravity of the various liquids used in any one experi- 
ment differed but slightly, the load lifted was practically proportional to 
the bulk of the liquid pumped out by the ventricle. Accordingly it is 
stated in the third column of each of the tables of experiments in cubic 
centimetres. The temperature stated in the fourth column is that of the 
liquid supplied to the heart. It never differed more than 0.5° C. from 
the temperature of the box in which the terrapin was inclosed, and gives 
more accurately the temperature of the heart. A mercury manometer 
was connected with the outflow-tube near the heart, its pen writing on 
the smoked paper of a revolving drum, on which also a chronograph 
recorded seconds. 

Most of the experiments were made during the months of March, 
April, and May, a few also during the winter. From the experience 
gained by experimenting on animals of variable and usually low tempera- 
tures, I have learned that the season of the year exercises a much greater 
influence on the results attained than is generally believed to be the case. 
For instance, the inherent resistance of a terrapin’s heart to the influence 
of drugs increases in direct proportion to the advancing season from winter 
to spring. It was found that the same dose which produced diastolic car- 
diac arrest in a terrapin’s heart during the winter was only just sufficient 
to produce the characteristic stimulatory effect during the spring. This 
diminished resistance to the influence of drugs seems to be moreover inde- 
pendent of the temperature of the nutrient blood mixture used at the 
time, and also to a certain extent of the size and weight of the animal 
itself. 

The same may be said as being true also of the amount of work done, 
which is much greater during the spring and summer months than it is 
during the winter, independent of the fact that the rate be made the same 
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in both seasons. The rate of beat of the heart, on the contrary, is 
directly dependent on the temperature of the circulating fluid, and may, 
in a terrapin’s heart, even during the winter months, according to the 
temperature of the circulating fluid, be increased from 5 or 6 to 40 or 50 
beats a minute as quickly as the supplying flasks can be made to feed the 
heart with the different nutrient fluids. 

II. On toe FLow THE method 
employed in the second group of these experiments was devised in the 
Biological Laboratory of the Johns Hopkins University about three years 
ago by Donaldson and Stevens (/ournal of Phys., vol. iv. p. 165), and is 
well adapted for determining the action of substances upon the bloodvessels 
of cold blooded animals as is shown in their study of digitaline. This 
method, at that time, consisted in cutting out the heart and inserting 
canulas into the aortic trunks and the vene cave, The aortic canulas 
were connected with the Mariotte’s flasks, placed at a certain height above 
the body of the animal from which flasks liquid was made to flow into the 
arteries. This liquid, after circulating through the capillaries and veins, 
was drained off from the vene cave and measured at definite intervals. 
After this venous outflow had become constant, circulating fluid mixed 
with the drug was substituted for normal circulating fluid and the action 
of the drug on the bloodvessels determined from the change which took 
place in the amount of the outflow ina unit of time. A decreased outflow 
indicating increased resistance to the flow of the fluid through the vessels, 
in other words, a constriction of them, and an increased outflow a dilata- 
tion of them. 

The circulating fluid used was a 75 per cent. salt solution, because it 
was found that defibrinated blood, which first suggested itself, appeared to 
clog the capillaries. 

Last year Mr. Stevens, in conjunction with Mr. Lee, considerably 
improved the method by replacing the heart of the animal by an instru- 
ment which, like the heart, forced intermittingly into the arteries, at a 
constant and uniform rate, equal amounts of the circulating fluid. A full 
description of this instrument will be found in Studies from the Biological 
Laboratory of the Johns Hopkins University, vol. iii. No. 2, page 101. 
For the sake of comparison, both constant and interrupted pressures were 
used in my experiments, and the results proved in the main identical. 
Regarding the operation on the animal, since it was desirable for my pur- 
poses to exclude the central nervous system and to determine the direct 
action of the various drugs on the bloodvessels themselves, the brain and 
spinal cord were destroyed and the abdominal viscera and hind-legs alone 
kept in circulation. 

The authors of the method, in the course of their investigation, have, 
I think, sufficiently proven that the circulation with salt solution can be 
kept up for at least two hours without producing any very great changes 
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in the pressure or in the elasticity of the bloodvessels, and also without 
seriously affecting their contractility. As circulating fluid I have given 
the preference to Ringer’s Saline, the composition of which is as follows :— 


Normal salt solution (0.75 percent.) . . . . .100 ce. 
Calcium chloride sol. (1:390) GE. 
Sod. bicarbonate sol. (0.50 per cent.) . . . . . 2.5 ©. 
Pot. chloride sol. (1.0 percent.) . . . . + 0.75 c.c,—Mix. 


This mixture was first proposed by Sydney Ringer (Journal of Physi- 
ology, vol. iii. p. 39), as a substitute for the normal salt solution, and 
answers excellently well. 


Cocaine, ATROPINE, and CAFFEINE. 


I. Experiments on the heart. 
II. Experiments on the bloodvessels. 


A. CocaIneE. 

In reviewing the literature, only so much of it will here be considered 
as has a direct bearing on the subject in question. A few points in con- 
nection with the history and evolution of erythroxylon coca, Lam., and 
its alkaloid cocaine, may, perhaps, prove of some interest. 

In 1565, Nicolas Monardes published at Seville a History of Medicinal 
Plants brought from the New World, in which, among others, he gave 
a description of coca leaves, their mode of collection and drying, stating 
that they formed the most important article of commerce, being used for 
barter or exchange of money among the South American Indians. The 
use which the latter are said to have made of it was manifold. First, 
they chewed the leaves mixed with powdered calcined oyster shells, the 
paste, after being allowed to ferment, was made into boluses or troches and 
dried ; during long journeys these boluses were sucked, and under their 
influence hunger and thirst were alleviated and bodily strength sustained. 
Second, when eaten for the purpose of producing pleasure and intoxi- 
cation, the coca was chewed by itself. Third, it was mixed with tobacco 
and smoked. 

Coca being also used by the Incas in their religious rites, where it was 
treated with great reverence, a council of bishops, that met in 1659, con- 
demned its use, stating, that the belief entertained by the Indians that 
the habit of chewing coca gave them strength was an illusion of the 
devil. Dr. Weddell (Journal of Pharmacy, 1854), a traveller noticed 
that it did sometimes produce evil consequences, and that, in some 
instances, a peculiar aberration of mind occurred, indicated by hallucina- 
tions. In the year 1750, Joseph de Jussieu sent the first botanical 
specimen to his brother Antoine Laurent de Jussieu, who referred it to 
the genus Erythroxylon, and subsequently Lamarck designated it as 
Erythrozylon coca. The alkaloid was first produced by Garnecke in 1855, 
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and by him called Hrythroryline. Two years later, S. R. Percy pre- 
sented to the Academy of Medicine of New York a small quantity of 
the alkalvid, and at the same time called attention to the fact that it 
possessed the property of paralyzing, temporarily at least, the sensibility 
of the tongue. An account of this may be found in the Proceedings of 
the Academy of Med. of New York, November 4th, and December 2d, 
1857 In 1859 Niemann produced and called the alkaloid cocaine, and 
Lossen extracted another principle from it which he called hygrine. This 
author states that cocaine augments arterial pressure when used in small 
doses, but that when used in larger doses it paralyzes the sensory nerves 
and the posterior columns of the cord. In 1860 Dr. Mantegazza, of Milan, 
then a practising physician in South America, wrote on the dietetic and 
medicinal properties of Hrythroxylon coca (Journal of Pharmacy, I. i. 
1860, pp. 606, 618), in which article he gave a detailed account of its 
marvellous properties. In experimenting with it on himself, he found that 
coca increased the heart’s action. In 1862 Schroff (Zeitschrift f. Wiener 
Aerzte, Nos. 30-34), first experimented with it on man, and found that in 
large doses it caused vertigo, slight deafness with disturbances of memory 
and coérdination of thought. A year later, Fronmiiller (Prager Vier- 
teljahrschrift, 1863) reported fourteen cases in which sleep had been 
produced by the administration of about five grains of cocaine, and Ploss, 
during the same year, reported that after taking about 20 grains of 
cocaine, he fell into a tranquil sleep, and upon awaking, experienced 
pain in the abdomen with dryness of the mouth, vomiting, vertigo, and 
anuria, lasting for twenty-four hours; intelligence remained normal. 
Moreno (Recherches sur l’Erythroxylon Coca, Thése de Paris, 1870), then 
proved by experiment, that local injections of cocaine abolished reflex 
movements. Alexander Bennett (British Med. Journal, April 18, 1874), 
after experimenting on over one hundred animals, concluded as follows : 
(1) In small doses cocaine causes cerebral excitement and partial paraly- 
sis of sensibility. (2) In somewhat larger doses, cerebral excitement, 
complete paralysis of sensibility, tetanic spasms and death. (3) Paralysis 
of the entire posterior columns of the cord, and also of the entire system 
of the peripheral sensory nerves, but the anterior columns of the cord and 
the peripheral motor nerves were not paralyzed. Sir Robert Christison, 
experimenting upon himself, mainly confirmed the results attained by 
others in regard to the strength sustaining properties of coca. Dr. Isaac 
Ott (Med. Record, 1876), after chewing 60 grammes of the leaves during 
nine hours, discovered dilatation of the pupil, frontal headache, drowsiness, 
increase in the pulse and temperature, and a decrease in the amount of 
chloride of sodium excreted by the kidneys. From experiments on lower 
animals, he found among others, that it did not possess the property of 
paralyzing the pneumogastrics. In 1880, Von Aurep (Pflueger’s Archiv, 
Bd. 21) found that sensibility of the skin was abolished by hypodermic 
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injections of cocaine, and that the tongue became numb when touched 
with strong solutions, and he also noticed that the pupils became dilated 
when the solution was applied to the conjunctiva. Tauvel (L’ Union 
Médicale, 1877) also was one of the first who used cocaine for its benefi- 
cial effects on the larynx and pharynx, and Aschenbrandt must (Deutsche 
Med. _Wochenshrift, 1883, No. 50) be mentioned as regarding cocaine as a 
stimulant and a retarder of destructive tissue metamorphosis. Rossbach 
(Handbuch d. Arzneimittellehre, by Nothnagel and Rossbach, p. 625, 4th 
edition, 1880) makes the prophetic remark, that cocaine producing local- 
ized anesthesia further researches on the subject might prove of advantage. 
Yelinek ( Wiener Med. Wochenshrift, 1884, Nos. 45 and 46), was one of the 
first to direct attention to the anesthetic effect produced by cocaine on 
the larynx and pharynx and to make practical use of this discovery. 

But the priority in this new era in the literature of cocaine, from a 
careful review of all passed and present writings on the subject, belongs 
undoubtedly to young Dr. Koller. 

Since the reading of Dr. Koller’s paper before the last ophthalmological 
congress at Heidelberg, a large number of experiments have been made 
with cocaine mainly with regard to the anesthetic effects which it pro- 
duces on most any mucous surface with which it may be brought in contact. 
The literature is of rather recent date, and no doubt still fresh in the 
minds of many, so that most of it may here be omitted. There are, how- 
ever, a few facts which, on account of their having a practical bearing on 
the subject here treated of, I must cite. Thus, Paul Bert, in a commu- 
nication to the Biological Society of Paris, on the 17th of January, 1885, 
made the following observation: He injected into a blister, produced by a 
Spanish fly-plaster, a small quantity of the alkaloid cocaine and thus 
attained loss of sensibility of the denuded surface. He then covered the 
denuded surface of another similarly produced blister with perforated lint 
soaked in a solution of cocaine, and found after a while that those points 
of the denuded surface which had remained uncovered by the lint 
retained their normal sensibility, while the covered portions had lost it, 
evidently a proof of the fact that its action is a mere local one. On the 
other hand, we have the statement of Dr. Brown-Séquard (Société de 
Biol., March 14, 1885) that, on the contrary, cocaine does not act 
merely locally in producing anesthesia, but that it also produces inhibition 
at a distance. This view of Brown-Séquard, it would seem, receives 
also a certain amount of support from the experiments made by Drs, 
Hall and Halsted. One of these gentlemen gave Mr. Locke, a medical 
student, an injection of 9 minims of a 4 per cent. solution of cocaine into 
the substance of the inferior dental nerve at the point where it enters the 
inferior dental canal. The result was, that in from four to six minutes 
there was complete anesthesia of the tongue on the side where the injec. 
tion was made, extending to the median line and backward to the base as 
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far as could be reached with a pointed instrument. There was complete 
anesthesia of the gums anteriorly and posteriorly, and all the teeth on 
that side were insensible to blows. The soft palate and uvula of the same 
side were anemic and insensible. Although it might perhaps be possi- 
ble to produce loss of sensibility by the merely local action of cocaine on 
a large nerve-trunk all over the area of distribution of its fibres, the anz- 
mia of the palate and tonsil could scarcely be explained in this way, as 
produced by Drs. Hall and Halsted. Therefore, it is not unlikely but 
rather probable, as will also be seen from these experiments later on, that 
cocaine inhibits at a distance. 

So far as the influence of cocaine on the circulation is concerned, we 
have the further statement of Dr. Wm. Oliver Moore that it increases the 
frequency of the pulse (W. Y. Med. Journal, Jan. 3, 1885), and of Dr. 
Hermann Biggs (Journ. Am. Med. Assoc., Jan. 17, 1885) that it has a 
depressant action on the heart, reducing the force and frequency of its pul- 
sation and finally paralyzing it (both auricles and ventricles) in diastole. 
Biggs furthermore concludes from his experiments on the frog that cocaine 
kills by paralysis of respiration, and that it also paralyzes the pneumogas- 
trics, which are said by Ott not to be paralyzed by cocaine. 

Dujardin Beaumetz has made the observation that in several cases in 
which cocaine was used hypodermically, syncope of brief duration ensued. 
He attributes the occurrence to cerebral anemia, and states that it never 
occurred while the patient was kept in the prone position, and this is 
another instance against the view of cocaine acting merely locally. 

Finally another series of interesting experiments which requires some 
notice in this connection are those made by Dr. Erroyd, who, after hypo- 
dermic injections of cocaine found that the pulse may become either 
accelerated or slowed, but always becomes stronger and fuller than normal. 

Much valuable information may be found in Squibb’s Ephemeris for 
1885, and also in the compilation of the literature on cocaine made and 
published by Parke, Davis & Co., of Detroit and New York, 1885. 


1. Influence of Cocaine on the Heart. 

Experiment XXIV. has been selected from a large number as a typical 
one illustrating at a glance: First the initial stimulating or exciting 
influence of cocaine on the heart’s action by slightly increasing its nor- 
mal rhythm and the work done per minute. In the second place, it 
shows the peculiar but typical inhibitory influence which it exercises over 
the ventricular rhythm while that of the auricles continues unchanged. 
That this reduced ventricular rhythm is not a state of paralysis but 
merely one of inhibition may well be inferred from the amount of work 
the ventricle is still performing, being in some instances much greater 
even than under normal conditions. This point is still better seen when 
(at 4.55 P.M.) the venous pressure was raised to 14 cm., the ventricle 
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still beating at the rate of 13 per minute, the auricles at 26, with the 
result of increasing both its rate as well as the work done, just what 
takes place under normal conditions when the venous pressure is raised 
and the heart happens to be powerful enough to propel the extra amount 
of blood thus forced into it. I see, therefore, nothing in the way so far of 
interpreting these phenomena, as due to the stimulating influence of 
cocaine on the heart’s action. Larger doses of cocaine, however, than 
were used in this experiment or cocainized blood of the same strength as 
used here, longer continued will finally produce standstill in diastole of 
both auricles and ventricle. But even after this diastolic arrest is complete, 
and both auricles and ventricle over-distended with blood which they are 
unable to propel, it is in most cases possible to cause the heart to recover 
perfectly in a comparative short space of time, as many of my experi- 
ments show and make it continue to beat as often and do as much work as 
before. During the winter months, however, this stimulatory effect is less 
pronounced, and therefore much easier overlooked. 

From these experiments it is concluded: (1) That cocaine is exceed- 
ingly prompt and uniform in its effects upon the heart. (2) In small 
doses it is a powerful stimulant to the heart’s action. (3) In medium 
doses it has an inhibitory influence over the ventricular contractions, and 
(4) in large doses it produces diastolic arrest from which, however, the 
heart may be recovered under suitable condition. 


Experiment XXIV.—April 18, 1885. Terrapin 1350 s. Calf’s blood 
and Ringer’s saline @ : 1$). Inflow canulas in inferior and left superior vene 
cave. Outflow canulas in pulmonary artery and right aorta. Venous pressure 
4cm. Arterial pressure 25cm. Cocoainized blood contained 0.004 grm. of 
the bromide of cocaine: 100 c.c. of the normal nutrient blood mixture. 


Work The circulating fluids were supplied to the 
Rate p. min. ine.c. Temp. heart at the time mentioned on the same line 
Aur. Ventr. p.min. Cent. in first column. 
240 


On cocainized blood for 44 minute. 


On cocainized blood for one minute. 


On cocainized blood for one minute. 

Ventricular rhythm became reduced to one- 
half normal 2 minutes after cocainized 
blood had been turned on the last time. 


& 


On cocainized blood for 114 minute. 
Ventricular rhythm was reduced at 4.36. 


At beginning of this obs. normal rhythm 
returned, 

On cocainized blood for two minutes. 

Two auricular to 1 ventricular contraction. 


Time. 

P.M, 

3.20 

40 38 

45 39 

50 38 

BB 
4.00 38 

05 42 24 

11 54 
14 48 

17 49 eos 

24 

27 23.5 

30 

38 
41 

43 23.5 

45 ove 

47 

51 
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The circulating fluids were supplied to the 
Rate p. min. .c. Temp. heart at the time mentioned on the same line 
Aur. Cent. in first column. 
13 46 ‘“e Venous pressure raised to fourteen cm. 


23.59 Venous pressure lowered to four cm. 
ooo On cocainized blood for three minutes. 


Ventricular rhythm became reduced before 
cocainized blood was withdrawn. 


23 Experiment discontinued. 


2. Influence of Cocaine on the Bloodvessels. 


Experiment XIV.—April 7, 1885. Terrapin 1470 grms. Ringer’s saline. 
Venous pressure 0. Arterial pressure 23 cm. Inflow canulas placed into the 
two aortic trunks. The other arteries are tied. Outflowcanula in sinus. Brain 
and cord destroyed. Constant pressure. 

The circulating fluids were supplied to the 

Time P. M. Temp. Total Outflow vessels at the time mentioned on the same line 

From to Cent. outflaw. p. min. in second column, 
Terrapin in box. 
18° 
On cocainized saline containing 0.002 :100 
¢e.c. 1 minute. 


On cocainized saline, as before, one minute. 


On cocainized saline one minute. 


On cocainized saline two minutes. 


On cocainized saline four minutes. 


On cocainized saline containing 0.004 : 100 
c.c, four minutes. 


On cocainized saline, as above, six minutes. 


58 
| Time. 
P.M. 
55 
58 
| 
06 26 60 : 
13 26 55 
| 
22 18 47 
29 13 45 
32 13 55 23 
35 13 58 
39 13 60 
45 13 59 ‘ 
50 13 59 
B5 13 58 
| 6.00 
47 49 85 42.5 
49 51 68 384 
51 53 om 7 35 
53 55 8 
55 57 18 93 46.5 
57 59 4 
59 4.01 
4.01 08 
03 05 Jt 
05 5 
07 09 
09 11 18 
11 13 
13 15 
15 17 
17 19 ses 
19 21 
21 28 
23 25 18 
25 27 
27 29 sa 
29 31 bi 
33 35 
35 37 re 5 
37 39 18 5 
39 41 we 
41 44 3 
44 47 ene 
47 50 6 
50 52 si 
53 54 
54 56 18 
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The circulating fluids were supplied to the ves- 
Temp. Total Outflow sels at the time mentioned on the same line 
Cent. outflow. p. min, in second column. 


Raised arterial pressure to thirty cm. 


Experiment ended. 


Experiment XXIJII.—April 17, 1885. Terrapin 2350 grms. Ringer’s saline. 
Venous pressure 8 cm. Arterial pressure 20 cm. Inflow canulas in right and 
left aortic trunks. Outflow canula in sinus; rest of vessels tied except right sub- 
clavian, which is reserved for a pressure canula to be connected with mercury 
manometer. Brain and cord destroyed. Interrupted pressure. Cocainized 
saline contains 0.1 : 50 c.c. 


The circulating fluids were supplied to the ves- 
Time P. M. Temp. Total Outilow sels at the time mentioned on the same line 
From Cent. outflow. op. min. in second column. 


oe Terrapin in box. 
15.5° 


SS: 


Injected twenty minims of solution of coc. 
Injected twenty minims of coc. saline. 


Injected twenty minims of coc. saline. 


Injected twenty minims of coc. saline. 


Injected twenty minims of coc. saline. 


Injected forty minims of coc. saline. 


4.00 
10 
12 
14 
16 
18 
20 
22 
25 
27 
29 
81 
33 
35 
37 
39 
41 
43 
45 
47 
49 
51 
54 
57 
59 

5.01 
03 
05 
07 
09 
11 
14 
16 
18 
20 
22 
24 
26 


BESES 


From. to. 
56 58 ece 40 20 
58 5.00 ose 40 20 
5.00 02 ese 3h 17.5 
02 04 eve 34 17 
04 06 vee 32 16 
06 09 eee 30 10 
09 12 18° 30 10 
12 15 ove 25 8.3 
15 20 ooo 44 8.8 
20 25 eee 41 8.1 
25 30 one 38 7.6 
30 35 oop 40 8 
30 45 ove 14 
45 50 eee 85 17 
50 55 eve 90 18 
14 ove 25 
16 eee 25 
18 oe 26.5 
20 — 26.5 
22 ove 26 
25 ooo 25 
27 15.5 20 
29 as 25 
81 ove 27 
33 oo 22 
26 
39 15.5 25 
41 oe 22 
43 ese 21 
45 oe 18 
47 eee 17.5 
49 ste 5 17.5 
51 ie 20 
oF 16 17 
57 eee 21.3 
59 ee 21.5 
5,01 eee 24 
05 eae 18.5 
07 vce 16 
09 16 13 
il 15 
14 exe 17 
25.5 
18 he 22 
20 éée 20 
24 we 15 
26 ove 12.5 
28 11 
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This experiment was continued one hour and thirty minutes longer, 
with the same results. 

The preceding two experiments with cocaine on the bloodvessels of the 
slider-terrapin show a decrease in the amount of outflow due to the action 
of this drug. A constriction of the vessels must be assumed to be the 
cause of this decreased outflow, for the following reasons: 1. In Experi- 
ment XIV., in which constant pressure was used, the outflow invariably 
decreased in amount on the admission into the bloodvessels of cocainized 
saline, but increased again in the proportion that cocaine was washed out 
by the normal saline until it reached its normal standard. The pressure 
remaining at the same level throughout the experiment, the calibre of the 
bloodvessels formed the only variable factor, and, therefore, the conclu- 
sion that cocaine produces a constriction of the bloodvessels is obvious. 
2. In Experiment XXIII., in which interrupted pressure was used, not 
only the pressure, but also the amount of fluid forced into the arteries by 
the “ artificial heart” in a unit of time remained constant, and here again, 
the calibre of the vessels being the only variable factor, any decrease in 
the outflow must necessarily be due to a diminution of the lumen of the 
bloodvessels. Cocaine, therefore, in small or large doses produces con- 
traction of the bloodvessels, independent of the central nervous system. 

These experiments, together with those on the heart, admit of the 
further conclusion, namely: A rise in the blood-pressure, consequent upon 
the administration of cocaine is due to a direct action of the drug on the 
heart and bloodvessels, stimulating the former and constricting the latter ; 
a fall in blood-pressure coming on after the rise must be accounted for by 
the action of cocaine on the heart alone, since its constricting influence 
on the bloodvessels outlasts the stimulating influence it exerts over the 
ventricle of the heart. 


B. ATROPINE. 


The literature of the action of atropine on the circulation having already 
been considered in a recent paper (see Studies from Biol. Lab. Johns 
Hopkins Univ., vol. iii. No. 2, Dec. 1884, p. 85), reference need now 
only be made here to a few treatises of more especial interest in connection 
with the present one. Von Bezold and Bloebaum (Unters a.d. Phys. 
Lab. zu Wurzburg, Heft i.) found, as the result of the smallest doses of 
atropine, in rabbits as well as in dogs, an increase in the frequeney of the 
pulse-rate and a rise in the arterial pressure. In somewhat larger doses 
they observed an increase in the frequency of the pulse-rate, but a fall in- 
stead of a rise in arterial pressure. Still larger doses produced a decrease 
of the pulse-rate, which decrease, after some minutes, was followed by an 
acceleration and a fall in arterial pressure ; the latter, however, rose again 
but finally remained lower than normal. A dose of 0.1 grm. injected at 
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once into the heart of the rabbit paralyzed it almost immediately. They 
agree with Rossbach and Frohlich in believing that atropine paralyzes the 
terminal filaments of the vagus within the heart. 

Quite recently, Mr. W. B. Ransom published some exceedingly inte- 
resting observations on the heart of the octopus. Ransom says that the pre- 
dominant effect which prevailed throughout all the experiments made with 
atropine on. the octopus’s heart was an excitation of the muscular fibre. 
Whether by increased rhythm or increased contraction, the ventricle in- 
variably manifested the action of a stimulant, which much exceeded in 
importance the similar influence of the drug in vertebrates. But what was 
even more remarkable, he continues, the action of the poison on the nerves 
deviated still more from the ordinary paralyzing influence which it exer- 
cises on the vagus endings of the frog. If the nerves were injured at all, 
they were the last to be affected, while all through the observations the 
atropine seemed to pick out the muscle for its field of action. If the heart 
was beating, he remarks, there followed almost immediately an arrest in 
systole on the addition of a small quantity of the sulphate of atropine to 
the salt water in the canula of the ventricle, the curves far out-topping 
the preceding ones, and closely resembling the ideo-muscular contractions 
obtained by applying digitaline to the frog’s heart, and which Luciani 
(Ransom) has described as also produced by atropine. 

Von Bezold and Bloebaum, from their observations on the effect of 
atropine on the mammalian heart in different doses, have proved conclu- 
sively that the contractions of the ventricle may, according to the dose of 
atropine used, be either increased or retarded, or they may be even en- 
tirely arrested, and the heart stop beating in diastole. Ransom’s observa- 
tions on the molluscan heart, although perhaps differing slightly from 
those of the two preceding observers on the mammalian heart, in a few 
unessential details, are, to all appearances, practically identical in their 
results. For Ransom has observed that this phase of standstill in systole, 
which is produced by atropine (called by him “ cardio-tonus”), gradually 
passes away, and is succeeded by a phase of standstill in diastole, or by 
one in which beats are resumed with less vigor (and frequency?) than 
before. In all cases, he adds, the heart shows a marked exhaustion pro- 
duced by the long-continued contraction; and if the dose given be large, 
the irritability may become reduced almost to zero, so that stimulation of 
the quiescent heart with even the strongest interrupted currents produces 
no beats but only a slight contraction. 

The rather large number of observations made on the terrapin’s heart 
during the past two winters have enabled me to confirm the results of 
previous writers with regard to the initial exciting and final exhausting 
actions of atropine on the heart. I have seen the ventricle of the terra- 
pin’s heart shrink to almost one-third its normal size on the first admis- 
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sion into it of a certain dose of the poison, and continue in almost constant 
systolic contraction, the auricles at the same time being largely dilated and 
over-distended with blood, which they were unable to propel or force into 
the contracted ventricle. On the other hand, the heart of the terrapin 
may be almost at once made to stop beating in diastole by large doses of 
atropine. So far, then, as the actually observed phenomena are con- 
cerned, they may be considered identical for both vertebrates and inverte- 
brates. All the more surprising is it, therefore, to find so wide a difference 
to exist in the action of atropine on the nerves of these different animals. 
Ransom, with regard to the viscerals in octopus finds that they are least 
and last affected, and all the other writers agree that the first and most 
marked action of atropine on the frog and turtle is to entirely cut off the 
influence of the nervous inhibitory mechanism. 

In the succeeding experiment the stimulating influence of atropine on 
the heart is well demonstrated. A decided increase in the rate and in 
the work done can be plainly noticed as being due to the direct influence 
of the drug. But, besides this, it shows furthermore that atropine, like 
cocaine, exercises an inhibitory influence over the ventricular contractions, 
while the rate of the contractions of the auricles remains unaltered. This 
peculiar synchronism in the auricular and ventricular contractions may be 
kept up for many minutes at a time, and be reproduced at will many times 
during the course of one single experiment, after the strength of the dose 
of the drug required to call it forth has once been ascertained. In some 
instances the doses varied considerably, so far as atropine is concerned, 
which fact may, perhaps, be due to the quality of the drug as oftentimes 
as to the resistance offered by the heart; with cocaine, however, the 
dose, once ascertained, may always be relied upon as producing a certain 
effect. 

How this inhibitory influence is brought about must, for the time being, 
remain unexplained. The present general belief is that atropine paralyzes 
the vagus endings contained within the vertebrate heart, and, therefore, 
it would seem irrational to assume, even to possibility, of such a thing as 
atropine having a stimulating influence on the intracardiac inhibitory 
ganglia coming on at a late stage of the poisoning, as was apparently the 
case in the heart of the octopus. Upon this assumption, however, the action 
of both cocaine and atropine might, nevertheless, readily be explained. 
The effect of these two drugs of increasing the pulse-rate, and also the 
amount of work done by the heart, would, then, have to be attributed in 
part to their stimulating influence on the muscular fibres (which is espe- 
cially true for atropine, less so for cocaine), and in part also to the same 
influence on the accelerator or augmentor fibres of sympathetic origin ; 
in other words, their stimulating influence on the muscular fibres and the 
sympathetic becomes manifest long before that on the terminal filaments 
of the pneumogastric. 
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The time when the ventricular contractions become reduced would have 
to be looked upon as marking the beginning of muscular exhaustion, as 
well as the beginning of stimulation of the filaments of the pneumogastric ; 
the increased work which is done during the first stages of reduced ven- 
tricular rhythm would have to be considered as due to the simultaneous 
excitation of the augmentor fibres (Gaskell), counteracted, as far as rate 
is concerned, by the equally excited inhibitory ganglia of the pneumogas- 
tric. The final stage of exhaustion is the natural result consequent upon 
over-stimulation of both nervous and muscular structures composing the 
heart. 
_ The following instance of ‘‘ Dissociation of the Auricular and Ventricu- 

lar Movements of the Heart,’”’ reported by Professor A. Chauveau, in the 
Revue de Médecine, may be of some interest in this connection. It was 
the case of a man, a patient in the service of Professor Boudet, who had 
a radial pulse of only twenty-one to twenty-four per minute, the auricles 
pulsating sixty-six times per minute. These auricular pulsations were 
tolerably regular, but perfectly independert of the ventricular rhythm, 
being sometimes presystolic, sometimes post-systolic. 

Professor Chauveau adds the results of his investigations as to the 
pathogeny of this condition. By cutting one of the pneumogastrics in a 
horse, he obtained some dissociation in auricular and ventricular move- 
ments. But, by slightly stimulating with a galvanic current the left 
vagus, he obtained a sphygmographic tracing of dissociated rhythm which 
almost completely resembled that obtained from his patient. The inference 
was that a slight irritation of the vagus was the cause of the dissociated 
rhythm (Med. Record, April 4, 1885). 

In the case of the terrapin’s heart, I was able to produce dissociation 
in the auricular and ventricular movements by directly stimulating the 
auricles. During the first. few seconds of stimulation, each auricular con- 
traction was followed by a ventricular contraction. Both were much in- 
creased in frequency. Soon, however, the auricular contractions become 
perfectly independent of the ventricular ones, the auricles contracting as 
many as five times for the ventricle once. No such result was found to 
follow direct stimulation of the ventricle. 


1. Influence of Atropine on the Heart. 


Experiment XXV.—April 20, 1885. Terrapin 1645 grms. Calf’s blood and 
Ringer’s saline (1: 14). Inflow canulas in left superior vena cava and inferior 
vera cava. Outflow canulasin right aorta and pulmonary artery. Venous pres- 
sure 4 cm. at start. Arterial pressure 30 cm. Atropized “blood of different 
strength, as indicated in each case. 
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Work The circulating fluids were supplied to the 
Rate p. min. in c.c, Temp. heart at the time mentioned on the same 
Aur. - Ventr. p. min. Cent, line in first column, 
en Terrapin in box. 
20° 


Raised venous pressure to 5 cm. 


On atrop. blood (0.004 : 100 c.c.) 44 min. 


SSSSRRRERS 


On atrop. blood (0.008 : 100 c.c.) 2 min. 


On atrop. blood (0.04 : 100 c.c.). 


= 


On normal nutrient blood. 


On atrop. blood (0.03 : 100 c.c.). 


SRASBSSSSSSE 


Off atrop. blood ; on normal blood. 


30 

30 

31 

81 

31 

31 oe On atrop. blood (0.08 : 100 c.c.). 

31 

30 Off atrop. blood ; on normal blood. 
30 
80 
30 


3.00 
05 
10 
15 
20 
25 
30 
35 
36 
87 
38 
39 
40 


30 20 Discontinued experiment. 


The preceding experiment includes five observations on the action of 
atropized blood on the heart from which it is concluded (1) that atropine 
in certain doses increases the rate of beat of the heart and also the amount 
of work done ; (2) that it exercises an inhibitory influence over the con- 
tractions of the ventricle. 


2. Influence of Atropine on the Bloodvessels. 


Experiment XXII.—April 14, 1885. Terrapin 2356 grms. Ringer’s saline. 
Inflow canulas placed in right and left aortic trunks. Outflow ule in sinus. 
Venous pressure 0. Arterial pressure 20 cm. Brain and cord destroyed. 
Constant pressure used. Atropinized saline contains 0.004 grm. of sulphate of 
atropia in every 100 c.c. of saline. Cocainized saline contains 0.1 of Parke, 
Davis & Co.’s bromide of cocaine in 50 c.c. of the saline. 


64 
Time. 
P.M, 
1.00 
40 
45 
50 50 
55 52 
2.00 52.5 
05 53 
10 54 
15 53 20 
16 70 
17 59 
55 
81 55 
81 56 
31 52 
31 53 
15 56 
15 55 
15 52 
15 52 
15 56 20 
30 56 
30 57 
32 52 
59 81 50 
31 49 
| 
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The circulating fluid’ were supplied to the 
Time P. M. Temp. Total Outflow vessels at the time mentioned on the same line 
to Cent. outflow. p. min. in second column, 


Terrapin in box. 
23° 25 
26 


On atropized saline one minute. 


On atropized saline one minute. 


On atropized saline two minutes. 


On atropized saline two minutes. 


On atropized saline four minutes. 


Injected 20 minims of coc. saline. 


On atropized saline two minutes. 


Injected twenty minims of coc. saline. 


: 


On atropized saline six minutes. 


Injected twenty minims of coc. saline. 


24 Experiment discontinued. 
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44 
46 
48 
50 
52 
54 
56 
58 
.00 
02 
04 
06 
08 
10 
12 
14 
16 
18 
20 
24 
26 25 
28 
30 
32 
34 
36 
38 
40 
43 
45 
49 
54 
59 
02 
04 
06 
08 
10 
12 


3.30 3.54 
54 56 
56 58 
58 4.00 ods 52 26 
4.00 02 oe 52 26 
02 04 ane 52 26 
O4 06 ow 52 26 
06 08 oie 51 25.5 
08 10 23 48 24 
P 10 12 one 48 24 
12 14 ons 46 23 
16 18 ose 30 15 
18 20 Can 43 21.5 
20 22 don 48 24 
22 24 23.5 55 27.5 
26 28 one 39 19.5 
28 30 bes 38 19 
32 34 he 41 20.5 
34 35 éos 21.5 
35 36 23.5 22 
38 40 ae 22 
40 one 22 
42 20 
44 24 
46 26 
48 21 
50 19.5 
52 25 
54 27 
58 22.5 
5.00 175 
02 20.5 
04 20 
06 23 
08 35.5 
10 25 
12 14.2 
14 16.5 
16 12.5 
18 11.5 
20 13 
24 125 
26 18 
28 27 
30 35 
32 26 
34 20 
36 20 
38 14 
40 8.3 
43 18.5 
45 17.7 
49 7.6 
54 13 
59 6 13.3 
6.02 19 
04 11 
06 8 
08 12 
10 
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Three experiments were made with atropine on the bloodvessels; from 
these Experiment XXII. was selected because it not only illustrates what 
was found in all of them, the typical action of atropine on the vessels, but 
it also shows, at the same time, the influence of cocaine on the vessels 
after atropization. From this and other experiments it may be concluded 
(1) that atropine first causes a contraction and afterwards a dilatation of 
the bloodvessels; (2) that cocaine acts on atropized vessels in the same 
way that it does on normal ones, e. g., it causes their contraction. 

Experiment XV. is intended to illustrate in a still more striking manner 
than the two previous ones the similarity in the action of the two drugs, 
cocaine and atropine, on the heart. The solution of the sulphate of atro- 
pine was injected into one of the inflow tubes leading directly into the 
sinus, while normal saline was running through it. After the heart had 
been slightly cocainized for the first time a slight increase in the rate with 
a diminution in the work done may be noticed; this occurs also when 
atropine is used in merely stimulating doses. This diminution in the work 
done is due to the fact that the ventricle becomes reduced in size, its sys- 
tole longer, and its diastole shorter, owing to the stimulus to contraction 
which the heart has received from the drug. When, at 2.25 P.M., cocain- 
ized blood was turned on, and immediately afterwards fifteen minims of the 
solution of atropine was injected, so as to bring the heart at once under 
the influence of both these drugs, we find as the result that the character- 
istic and typical cardiac synchronism produced is much more profound 
than when either of the drugs was used alone. (See Figs. “c” and “d,” 
Plate II.) In addition to the reduced ventricular rate of contraction 
the tracings show a very marked diastolic descent which is not seen in 
the tracings from those experiments in which either cocaine or atropine 
was used alone. The reduced rate in this instance continued for over 
one hour, namely, from 2.30 P.M. to 3.34 P.M., thus showing conclu- 
sively the similarly directed influence of the two drugs on the heart. 

Further on in the experiment, when atropine and cocaine were used 
alternately, it will be seen that the effect produced is identical although 
not as long continued as under the influence of the combined drugs. 

But while, as thus far shown, the action of the two drugs on the heart 
is almost identical there is also a difference to be noted. In some cases 
the dose of atropine which is required to call forth this characteristic inhi- 
bitory action on the rate of the ventricle must be ten times larger than a 
dose of cocaine producing a similar result. 

The initial stage of stimulation by cocaine is much shorter, and may 
likewise be produced by doses considerably smaller than is the case with 
atropine, and in this lies the main, if not the only, difference between 
cocaine and atropine in their action on the heart. The only explanation 
for this difference which I have to offer is that atropine is one of the most 
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powerful muscular stimulants, while the same cannot be said to apply 
with equal force to cocaine, which latter, probably, exerts a good share 
of its stimulating influence on the heart through its action on augmentor 
(Gaskell) or trophic (Ransom) nerve-fibres contained within its substance. 


The combined Influence of Cocaine and Atropine on the Heart. 


Experiment XV.—April 8, 1885. Terrapin 1505 grms. Lamb’s blood and 
Ringer’s saline (1: 1). Canulas in left superior vena cava and inferior vena 
cava; in right aorta and pulmonary artery. Venous pressure 5 cm. Arterial 
pressure 27 cm. Cocainized blood contains 0.002 grm. of muriate of cocaine 
to 100 c.c. of blood mixture. The solution of atropia used for injection con- 
tained 0.1 grm. of the alkaloid to 50 c.c. of Ringer’s saline. 


Work The circulating fluids were supplied to the 
Rate p.min. ine.c, Temp. heart at the time mentioned on the same line 
Aur. Ventr. p. min. Cent. in first column. 


ove ose Terrapin in box. 
18° 


On cocainized blood for one minute. 


On cocainized blood for two minutes. 


Immediately after this observation two 
auricular to one ventric. beat occurred, 


Injected five minims of solution of atropine 
into one of the inflow canulas. 


On cocainized blood for two minutes, and 
fifteen minims of solution of atropine in- 
jected into one of the inflow canulas. 


Normal sequence returned. 

Ventricle small, and in almost constant 
systolic contraction. 

Auricles somewhat dilated; injected ten 
minims of atropia. 

Cardiac synchronism commenced. 


Time. 

P.M. 

12.30 ese 

1.25 27 

30 27 50 

35 27 50 

40 27 52 

45 27 52 om ee 
46 28 60 

47 28 43 

48 28 42.5 18 
52 28 47 

55 28 48 
56 28 40 
2.00 80 50 

03 30 52 

pe 
10 30 30 47 

13 31 31 46 

20 31 81 50.5 
22 81 81 52 

30 32 16 47 

32 32 16 53 18,5 
35 32 16 52.5 
88 32 16 50 

41 32 16 53 

50 32 16 49 

55 33 16.5 52 

3.00 33 16.5 53 

05 32 16 52 18.5 
10 82 16 52 

15 32 16 52 

20 82 16 51 

25 82 16 50 

30 32 16 51 

34 ese ese ees 
35 32 82 20 19 
39 32 82 24 eee 
40.30 32 16 45 

42 82 16 47 

50 32 16 55 
55 32 16 55 
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Work The circulating fluids were supplied to the 
Time. Rate p. min. in ¢.c, Temp. heart at the time mentioned on the same line 
P.M. Aur. Ventr. p.min. Cent. in first column, 


56.30... 199° Normal rhythm returned ; auricles slightly 
distended ; ventricle small and constantly 
ie in a state of contraction. 
On cocainized blood two minutes ; imme- 
diately after two auricular to one ven- 
tricular contraction occurred. 


Normal sequence returned at beginning of 
this observation. 
Injected ten minims of solution of atropia. 


Normal sequence returned at beginning of 
this observation. 


Injected solution of cocaine, same strength 
as that of atropia, ten minims. 


Normal sequence returned immediately 
after the last observation was taken ; 
experiment discontinued. 


The Influence of Morphine and Cocaine on the Heart. 


Atropine has always been considered one of the physiological antidotes 
of opium, and cases of opium poisoning are on record where atropine 


undoubtedly has done good service. 

In the year 1874 Dr. W. H. Bentley (Therapeutic Gazette, 1880, p. 
253) employed coca as a means of curing the opium habit apparently 
with excellent results ; and in 1880 Prof. E. R. Palmer, of the University 
of Louisville, Ky., reported some very striking examples in testimony of 
coca as a means of counteracting the habit of opium eating. The simi- 
larity in the action of cocaine and atropine on the heart having so far 
been sustained, and also for reasons above given, it occurred to me to try 
and ascertain by experiment, in how far the antagonistic properties of 
cocaine to morphine applied to the heart. Several experiments were, 
consequently, made with regard to this point, and the following is intended 
to show the extent of this antagonism existing between cocaine and mor- 
phine as far as the heart of the terrapin is concerned. 

Experiment VII.—March 14, 1885. Terrapin 625 grms. Beef’s blood and 
Ringer’s saline (1: 1).. Inflow canulas in inferior and left superior vene cave. 
Outflow canulas in pulmonary artery and right aorta. Venous pressure 5 cm. 


Arterial pressure 20 cm. Cocainized blood contains 0.001 grm. for every 100 
¢.¢c. of normal nutrient blood mixture. Morphinized blood the same. 


04 82 32 20 
07 30 15 42 
09 30 15 41 
il 32 32 16 eos 
15 32 32 18 19 
16 32 16 41 
20 32 16 48 
28 82 32 15 
31.30 30 15 47 
35 32 16 42 19 
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Work The circulating fluids were supplied to the 
Time. Rate p. min. in c.c. Temp. heart at the time mentioned on the same line 
P.M. Aur. Ventr. p. min. Cent. in first column, 


24 17° 


oe On morphinized blood one minute. 
On morphinized blood two minutes. 


On morphinized blood fifteen minutes. 


On cocainized blood four minutes, 


On morphinized blood three minutes. 
Heart smaller than before morphinization. 
Ventricular systole abnormally prolonged. 


On cocainized blood three minutes. 


On cocainized blood three minutes, imme- 
diately after morphinized blood instead 
of the normal nutrient. 


Ventricle missed two normal contractions. 
On coeainized blood. 

On morphinized blood. 

Left auricle more energetic than right. 


On cocainized blood three minutes. 


24 
24 
22 
24 
24 
18 
22 
22 
24° 
24 
12 
12 
12 


Heart passed from under influence of 
cocaine immediately after 5.08 P. M. 
24 ay Experiment discontinued. 


Froia this experiment it is concluded that morphine antagonizes the 
action of cocaine on the heart within certain limits ; comparatively large 
doses of morphine are required to produce this effect. 


Influence of Cocaine on the Muscarinized Heart. 


Experiment XX VIII.—April 28, 1885. Terrapin 1920 grms., vigorous animal. 
Calf’s blood and Ringer’s saline (1: 1). Inflow canulas in left superior vena 
cava and inferior vena cava. Outflow canulas in pulmonary artery and right 
aorta. Venous pressure 6 cm. Arterial pressure 30 em. Cocainized blood 
contains 0.004 grm. of Parke, Davis & Co.’s bromide of cocaine in every 100 
c.c. of blood mixture. Muscarinized blood contains 0.1 grm. of muscarine 
(Merk) for 100 ¢.c. of blood mixture. The solution used in first part contains 
0.1 : 50 c.c. of saline. 


2.30 

8.15 

20 

23 24 18 

25 25 16 

28 25 16.5 

30 26 16.5 

33 26 15.5 

35 26 15.5 17 

40 24 17 

48 24 19.5 

45 
47 25 21 

49 26 21 

51 27 27 18 

4.00 27 27 16 17 ee 
02 25 25 16.5 

04 24 24 14 esd 

07 24 24 14 pan 

10 25 25 14 ball 

15 24 24 13.5 

17 24 24 14 
21 24 12 19 17 

24 24 12 18 

82 24 10 

55 24 8 

40 24 12 cli 

48 24 16 pant 

46 24 15 17 

49 24 15 eon 

51 24 14 

54 24 13 . 

58 24 12 
5.00 24 14 

03 24 20 

05 24 20 

08 24 

15 24 


BereEr, Cocaine, Atropine, and Caffeine. [July 


Work The circulating finids were supplied to the 
Rate p. min. inc.c. Temp. heart at the time mentioned on the same 
Aur. Ventr. p.min. Cent. line in first column. 


see Terrapin in box. 
38 49 23.50 
38 48 

eee Injected ten minims of sol. of muscarine 
into inferior vena cava. 


Injected twenty minims more. 
On musc. blood for two minutes. 
Between this and next observation heart 


was paralyzed for 25 seconds, but quickly 
recovered. 


On cocainized blood for 1144 minutes. 
Two aur. to one ventric. beat commenced. 


No blood being pumped over ; contractions 
of heart ineffectual. 


Blood beginning to come agaim. 


On muscarinized blood for two minutes ; 
thirty seconds after normal sequence re- 
turned but rate is lowered. 


On cocainized blood for 1144 minutes. 


On musc. blood for 14% minutes. 

Twenty seconds after musc. blood was 
turned on normal sequence returned, 
rate was lowered. 


50 
54 
58 
50 
50 
50 


39 
39 


23 Experiment discontinued. 


This and the following experiments were made with a view of further 
testing the action of cocaine on the heart in its relation to muscarine and 
eurari. A careful perusal of Experiment XXVIII. will, I think, show, 
first, that muscarine in very small doses will slightly increase the rate of 
beat of the heart, and decrease the work done, apparently manifesting the 
action of a moderate stimulant ; second, that large doses quickly reduce 
its rate, and finally produce standstill in diastole, from which, however, 
the heart may recover ; third, that cocaine does not prevent the occur- 
rence of muscarine standstill as atropine has been found to do; fourth, 
that muscarine will quickly restore the characteristic irregular sequence 
in the contractions between auricles and ventricles set up by cocaine to 
the normal sequence, at the same time lower the rate of contractions of 
both. 


Influence of Cocaine on the Curarized Heart. 


Experiment XX V1.—April 26, 1885. Terrapin 2520 grms., vigorous animal. 
Calf’s blood and Ringer’s saline (1:1). Inflow canulas in ‘left superior and 
inferior vene cave. Outflow canulas in pulmonary artery and right aorta. 


70 
Time. 
P.M. 
1.00 
30 
35 
40 
48 38 38 44 
48 89 39 44 eee 
51 39 39 44 
56 40 40 42 oon 
58 30 30 65 23.5 
2.01 21 21 69 
OF 38 38 55 
11 34 17 25 
17 36 18 
20 38 19 
25 38 19 
82 80 30 23 
33 17 17 
38 38 38 
j 40 38 19 
438 38 19 ase 
: 48 88 38 23 
51 88 38 
57 38 38 
3.02 39 
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Venous pressure 6 cm. Arterial pressure 30 em. Cocainized blood contains 
0.004 grm. of Parke, Davis & Co.’s bromide of cocaine to 100 ¢.c. of normal 
blood mixture. Curarized blood contains 10 ¢.c. of 3 per cent. solution to 
100 
Work The circulating fluids were supplied to the 

Time. Rate p. min. in c.c. Temp. heart at the time mentioned on the same 
P.M. Aur. Ventr. p. min. Cent. line in first columa, 

ove ee oe Terrapin in box. 

35 240° 

35 

85 

35 

35 ns On curarized blood twelve minutes. 


On cocainized blood for two minutes. 


On curarized blood fifteen minutes. 


On cocainized blood five minutes. 


38 
40 
40 
20 
20 
20 
19 
19 
38 
40 
20 
20 


30 
38 ‘ obs Experiment discontinued. 


In connection with Experiment XXVI. it is certainly interesting to 
note the effect of curare on the rate of beat of the heart as well us that 
on the work done; the former was promptly increased from 35 to 40 per 
minute, and the latter from 61 to 72 ¢.c. per minute. Cocainized blood 
being turned on after curarized blood had run through the heart for the 
period of twelve minutes the characteristic effect of cocaine on the heart 
was produced two minutes from that time. The same thing was repeated, 
and, after fifteen minutes’ curarization, cocaine still produced its usual 
effect ; hence, it is concluded, 1, that cocaine acts on a curarized heart 
as it does on a normal one; 2, curare acts as a stimulant on the isolated 
heart; 3, if curare paralyzes the vagus endings in the heart, the charac- 
teristic action of cocaine on the heart cannot be explained by its possessing 
a possible stimulating influence on the vagus endings. 


C. CAFFEINE. 


Dr. R. Amory (Boston Med. and Surgical Journal, 1868), in some of his 
experiments on the physiological action of caffeine, found that the number 
of the pulsations of the heart was increased ; that there was some conges- 
tion of the brain and cerebellum after the death of the animal, and that 
the heart continued to pulsate several minutes after death. He concluded 
that the drug poisons by exhausting the muscular contractility throughout 
the body, affecting last of all the muscles of the heart. Voit (Unters. 
iiber d. Hinfluss des Kaffee’s, etc., auf die Muskelbewegungen, Miinchen, 
1868), noticing the peculiar swelling of the muscles which accompanies 
tetanus produced by caffeine, attributes it not to changes in the muscular 
substance itself, but to a dilatation of the bloodvessels and consequent exu- 


22 73 24 
26 70 
32 
34 45 
37 40 
40 52 24 
45 
49 69 

55 60 
4.00 
02 72 24 
03 69 
06 
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dation of liquor sanguinis. Bennet (Hdinburgh Medical Journal, 1873), 
almost invariably found immediately after death from theine (which he 
used as identical with caffeine) the heart still beating, the bloodvessels 
engorged with blood, the integument, the thoracic and abdominal viscera 
deeply congested. 

Leblond ( Etude Phys. et Thérap. de la Cafféine, Paris, 1883), one of the 
latest investigators of the normal action of caffeine, observed as a constant 
phenomenon a diminution in the frequency of the pulsations of the heart ; 
under physiological doses he obtained a rise in arterial pressure and an 
increase in the height of the pulse-curves. The rise in blood-pressure he 
attributes in part to a constriction of the bloodvessels. 

Riegel (Berliner Med. Wochenschr., xxi. 19, 1884), upon the recom- 
mendation of Huchard (L’ Union Médicale, Sept. 1882), and Lépine (Soc. 
des Sciences Méd. de Lyon, 1882), experimented with caffeine during a 
whole year, and from the experience gained he finally concluded that 
caffeine is equal to digitaline, and even surpasses it in those cases where 
digitaline is indicated. 

C. Becher ( Wiener Med. Bl., vii. 21,.1884), experimenting with caf- 
feine almost at the same time as Riegel, and in the same general direction, 
has also come to the same conclusions. 

Both from the renewed therapeutical interest which caffeine has received 
through the researches of Riegel and Becher, as well as from the supposed 
similarity of its action to that of cocaine, and also in order to clear up a 
few of the contradictory results hitherto recorded, with regard to its effects 
on the pulse-rate and the bloodvessels, it seemed to me desirable to include 
caffeine in this series of observations. 

The following experiments will show that the conclusions of Leblond 
will have to suffer considerable modification, both as regards the constant 
slowing effect of caffeine on the pulse-rate, as well as in view of the part 
played by the bloodvessels in the rise of arterial pressure due to caffeine. 


1. The Influence of Caffein on the Heart. 


Experiment X.—April 1, 1885. Terrapin 610 grms. Beef’s blood and 
Ringer’s saline (1: 1). Inflow canulas in left superior vena cava and inferior 
vena cava. Outflow canulas in right aorta and pulmonary artery. Venous pres- 
sure 5 cm. Arterial pressure 20.5 em. Caffeinized blood contains 0.2 grms. 
of bromide of caffeine in every 300 c.c. of blood mixture. 


Work The circulating fluids were supplied to the 
Rate in c.c. Temp. heart at the time mentioned on the same line 
p. min. p. min. Cent. in first column. 


ase Terrapin in box. 
21° 


On caffeinized blood one minute. 


SSSSLELESE: 


Time, 

P.M. 

35 
35 34.5 
45 35 

1.00 35 

10 35 . 
15 35 
2u 85 
22 37 
24 36 
26 48 
34 43 
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Work The circulating fluids were supplied to the 
in ¢.c, Temp. heart at the time mentioned on the same line 
p. min, Cent. in first column. 


On caffeinized blood one minute, 


On caffeinized blood two minutes. 


On caffeinized blood (0.4: 300 c.c.) 1 min, 


On caffeinized blood (0.4: 300 c.c.) 1 min. 


On caffeinized blood, as above, 2 minutes. 


On caffeinized blood, as above, 3 minutes, 


On caffeinized blood (0.6 :300 c.c.) 3 min, 


On caffeinized blood (0.6 :300 c.c.) 5 min, 


Experiment discontinued. 

During the whole length of the preceding experiment the regular 
rhythmical sequence in the contractions of the heart never varied from 
its normal standard ; it was perfect and vigorous. The influence of caf- 
feine in relatively small doses upon the rate, is, I think, well shown. It 
decidedly increases the rate of beat at the same time that it renders the 
contractions stronger and increases the work done, and it was only when 
very strongly caffeinized blood was used for a longer space of time than 
in the previous observations that the rate and work went down. During 
this time the heart’s action became somewhat sluggish, the auricles were 
larger than normal, contracting imperfectly, the ventricle contracted peri- 
staltically and incompletely. ‘The entire heart, however, quickly recovered 
under normal blood. From this experiment it is further concluded that 
caffeine possesses a slight cumulative action. 


1885. ] 
Time. Rate 
P.M. p. min. 
38 38 44 
48 38 45 
50 38 47 
55 40 47 
2.02 40 47 
07 40 47 
12 40 48 
14 40 50 
17 40 47 
21 40 47.5 
30 40 49 
35 40 47 
37 41 51 
41 41 46 
45 42 49 
50 41 46 
55 41 48 
57 43 49 
8.02 48 49 
10 48 48 
15 45 45 
20 44 45 wee 
25 42 46 
30 42 46 
32 40 49 
34 42 46 
36 42 46 
41 48 50 
45 42 47 
50 41 47.5 
51 42 46 
55 42 46 
4.00 42 46 
06 40 42 
08 41 42 
13 41 44 
18 40 43 
22 41 43 
28 40 40 
82 40 42 
50 40 42 
5.00 40 41 
02 87 35 
05 22 26 
09 37 40 
13 40 42 
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2. Influence of Caffeine on the Bloodvessels. 


Experiment X VIJI.—April 11, 1885. Terrapin 1340 grms. Ringer's saline. 
Inflow canulas placed in the right and left aortic trunks. Outflow canula in sinus. 
Brain and cord destroyed. Caffeinized salinecontains 0.08 grm. of bromide of 
caffeine (Mercks) in every 100 ¢.c. of saline. Venous pressure 0. Arterial pres- 
sure 16 c.m. 

The circulating fluids were supplied to the 

Time P. M. Temp. Total Outflow vessels at the time mentioned on the same line 

From Cent. outflow. p. min. in second column, 
3.00 

35 


Terrapin in box. 


oo 


On caffeinized saline two minutes. 


On caffeinized saline one minute. 


On caffeinized saline one minute. 


On caffeinized saline one minute. 


On caffeinized saline one minute, 


On caffeinized saline two minutes. 


On caffeinized saline four minutes. 


On caffeinized saline six minutes. 


87 39 13.7 
39 41 ae 13 
41 43 ch 12.5 
43 45 12.5 
45 47 pe 13 
47 49 oe 13.7 
49 51 17 15 
51 53 14.5 
53 BB 15.7 
55 57 15 
57 59 - 15 
59 4.01 15 
4.01 03 
03 07 17.5 6 26.5 
07 09 on 28 
09 11 ate 14.5 
11 13 asl 16 8 
13 15 dns 15.5 7.7 
15 17 ie 19 9.5 
19 19 mt 15 7.5 
19 21 175 18 EEE 
21 23 2 
25 27 2992 
27 29 15 7 
29 31 3 11 
31 33 5B 
33 35 17.5 81.5 15.7 
35 37 1 
37 39 23.5 11.7 
39 41 526 
41 43 ae 34.5 17.2 
43 45 axk 11.5 
45 4.47 05 
47 49 18 29 8614.5 
49 51 46.5 23.2 
51 53 41.5 20.7 
53 55 ma 18.5 9.7 
57 59 ih 2% 14 
59.01 13 
5.01 03 18 350 «17 
03 05 sab 
05 07 2 0 
07 09 41 
09 11 Bl 5.5 
11 13 41.5 20.7 
13 15 18 41.5 20.7 
15 17 a 41.5 20.7 
19 21 2 8610.5 
1° 45 22.5 
23 25 ‘as 82.5 41.2 
25 27 73 
27 29 568 
29 31 B5 45 225 
33 35 
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The circulating fluids were supplied to the 
Temp. ‘Total Outflow heart at the time mentioned on the same line 
Cent. outflow. op. min. in first column. 
63 
83 


18.5 
oss Experiment ended. 

Experiment XXVIII —April 22, 1885. Terrapin 2010. Ringer’s saline. 
Caffeine solution which was injected was a saturated solution of caffeinum bro- 
midum in Ringer’s saline. Inflow canulas in right and left aorta. Arterial pres- 
sure 20 em. Outflow canula in sinus. Venous pressure 0. Brain and spinal 
cord destroyed. Interrupted pressure used. 

The circulating fluids were supplied to the 

Time P. M. Temp. Total Outflow vessels at the time mentioned on the same line 

to Cent. outflow. p. min. in second column. 


oe Terrapin in box. 
280 


9 
2. 
9 
2 


On caffeinized saline. 


On normal saline. 


Injected 20 minims of caffeinized saline. 


Injected 20 minims of caffeinized saline. 
Injected 20 minims of caffeinized saline. 


Injected 23 minims of caffeinized saline. 


On caffeinized saline. 


Experiment discontinued. 


The first observation with caffeine in this experiment was evidently 
followed by diminished outflow, which might have been due to a contrac- 
tion of the arterioles. Thinking that perhaps very small doses might 


1885. ] 
Time P.M. 
From. to. 
35 37 
37 39 
39 41 vow 77 38.5 
41 43 bee 66 33 
43 45 18.59 45 22.5 
45 47 eve 88.5 19.2 
47 49 one 32 16 
40 51 eee 27 13.5 
51 53 ave 28.5 14.2 
53 55 one 26 13 
55 57 eve 28.5 12.2 
3.15 ose 
31 33 
33 35 ees 25 19.5 
35 37 wee 25 19.5 
37 39 soe 25 18.5 
39 41 awe 22 11 
41 45 one 50 12.5 
45 47 see 23 11.5 
47 49 ove 20 10 
49 52 ont 31 10.3 
52 54 we 24 12 
54 56 28 14 
56 58 ete 20 10 
58 4.00 18 
4.00 02 neo 16.5 8.25 
02 04 ose 33 16.5 
04 06 div 34 17 
06 08 see 25 12.5 
08 10 ove 25 12.5 
10 12 we 32 16 ee 
12 14 coe 32 26 
14 16 ese 52 26 
16 18 eos 27 13.5 
18 20 eee 15 7.5 
20 22 os 25 12.5 
22 24 ves 30 15 
24 26 ove 25 12.5 
26 28 eve 25 12.5 
28 30 se 30 15 
33 35 ove 33 16.5 
35 37 25 12.5 
37 39 ove 24 12 
39 42 ove 35 11.6 
42 48 be 68 Bw 
49 52 one 37 12.3 
52 54 mess 70 35 
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normally produce this effect from the start, instead of running caffeinized 
saline through the vessels, normal saline was turned on, and occasional 
injections of 20 mimims of the solution made directly into the circulation, 
and the result was invariably an increase in the outflow denoting a slight 
dilatation of the arterioles. When towards the end of the experiment 
again caffeinized saline was turned on for eight minutes, the outflow per 
minute became about three times that of the normal, showing that the 
effect is constant, and that the first decrease in the outflow must have 
been due to other causes. 

The conclusion, therefore, is that caffeine in small as well as large doses 
produces dilatation of the bloodvessels in the terrapin ; any rise in arterial 
pressure due to caffeine is, consequently, to be explained only by the 
stimulating effect caffeine exerts on the heart itself. 


EXPLANATION OF PLATES. 


All the tracings were taken by means of a mercury manometer connected with the 
cardiac end of the outflow tube, and to be read from left to right. 


PLATE I. 


From Experiment XXIV.—a, normal tracings ; } and c, beginning to show the effect 
of cocaine, and finally passing into ‘‘d,’’ the state in which two auricular to one 
ventricular contractions occur ; of the two auricular contractions, one is pre-systolic, 
the other post-systolic. The tracings shown in ‘‘d’’ and ‘‘c’’ do not always occur, and 
more often, especially after the first observation has been made, the transition from 
the normal to the abnormal sequence is sudden. 


PLATE II 


Tracings ‘a’ and ‘‘b’’ are from Experiment XXV., with atropine.—“ a” showing 
the primary effect of stimulation of the ventricle when it becomes reduced in size, but 
is still beating at an increased rate and following the auricular contractions regularly ; 
‘* b”? shows the condition in which two auricular and one ventricular beats occur. 

Tracings “‘ c’”’ and ‘‘ d’”’ are from Experiment XV., showing the effect of cocaine and 
atropine combined on the heart, Note the diastolic descent in the curves, not seen 
when either of the drugs is used alone. The same will be noticed in ‘e”’ and “f,”’ 
which are taken from Experiment XXVIII., with cocaine and muscarine combined, 
showing that either cocaine and atropine, or cocaine and muscarine, act on the heart 
in the same general direction. 


| 
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1885. Gross, Nephrectomy. 


III. 
Nernrectomy: Its INDICATIONS AND CoNTRAINDICATIONS.' By SAMUEL 
W. Gross, A.M., M.D., Professor of the Principles of Surgery and Clinical 
Surgery in the Jefferson Medical College of Philadelphia. 


Or 238 cases of extirpation of the kidney which I have collated from 
public and private? sources of information 129 recovered, and 104, or 
44.63 per cent., died. Of the entire number, 111 by the lumbar incision 
indicate 70 survivals and 41 deaths, the mortality being 36.93 per cent., 
while of 120 by the ventral incision 59 recovered, and 61, or 50.83 per 
cent., perished. In the remaining 2 cases, both of which proved fatal, 
the nature of the operation is uncertain. 

It is thus to be perceived that the fatality of the abdominal operation 
is greater by 13.90 per cent. than that of the lumbar operation, a difference 
which several distinguished laparotomists ascribe to the removal of healthy 
kidneys after a wound of the loin, or for some condition in which they are 
not diseased. This statement is, however, incorrect. For ureteral fistule, 
rupture of the ureter, protrusion through the loin, a painful condition, 
and excessive mobility, healthy or injured kidneys have been removed in 
39 cases. Of these, 19 were by the lumbar incision, with 4 deaths, or 
a mortality of 26.31 per cent., and 20 by the ventral incision, with 8 
deaths, or a mortality of 40 per cent. The greater success of the lumbar 
operation is also shown by a comparison of the two methods for diseased 
kidneys. Thus, if we omit the 39 cases just referred to, along with 5 in 
which the organ or ureter was injured during the extirpation of abdomi- 
nal tumors, or the kidney was inseparably attached to uterine or retro- 
peritoneal tumors, 92 lumbar operations indicate 37 deaths, or a mortality 
of 40.21 per cent., and 95 abdominal operations show 48 deaths, or a 
mortality of 50.52 per cent. The nature of the disease for which the 


1 Read before the American Surgical Association, April 21, 1885. 

2 Of the 34 unpublished nephrectomies utilized in the preparation of this paper, I 
have to thank Bardenheuer for 14, Czerny for 6, Martin for 3, Bantock for 3, Savage 
for 2, Marcus Beck for 2, Elder for 1, Kenig for 1, Henry Morris for 1, and Thomas 
Smith for1. Ihave also to express my thanks to Knowsley Thornton for a list of 11 
nephrectomies, 3 nephrolithotomies, and 4 nephrotomies; to Lawson Tait for a list of 
8 nephrectomies and 12 nephrotomies ; to Bryant for 18 nephrotomies ; to Savage for 2 
nephrotomies ; to Peruggi for all the nephrectomies done in Italy ; to Tscherning for 
all the nephrectomies performed in Copenhagen ; to Barker for all the nephrectomies 
done at the University College Hospital; to Gaillard Thomas for notes of his 3 cases 
of nephrectomy ; to Hicquet for the termination of his case of nephrectomy for sar- 
coma; to Pepper for an unpublished nephrolithotomy ; to Israel for an unpublished 
nephrotomy ; and to Henry Morris for 1 unpublished nephrolithotomy, 2 exploratory 
operations for renal calculus, 3 nephrotomies, and for many references to all of these 
operations. It should be stated that the statistics are brought up to May 15, and that 
cases reported merely as doing well severa] days after operation are excluded. 
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kidney is extirpated, however, influences the result, since we find that the 
mortality is less by 25, 16.17, 8.67, and 19.41 per cent., respectively, for 
suppurative lesions, hydronephrosis, painful floating kidney, and malig- 
nant growths, while it is greater by 39.56 per cent., for tubercular kidney, 
after the lumbar operation. Hence, we may conclude in a general way 
that the lumbar operation is the safer. 

The following table of the causes of death after the lumbar and abdomi- 
nal methods shows at a glance not only the dangers of nephrectomy, but 
the comparative frequency of the different causes after each operation :— 
Causes of Death. Abdominal. Percentage. Lumbar. Percentage. 

Shock 20 32.79 16 40.00 
Peritonitis 21.31 2.50 
Septic peritonitis . 13.11 

Uremia . 6.55 5.00 
Exhaustion. 6.55 10.00 
Septicemia and pyemia . 4.91 17.50 
Anuria . 3.27 15.00 
Infarction 3.27 

Hemorrhage ‘ 6.55 

Secondary hemorrhage. 1.63 

Suppuration of opposite kidney . 

Vomiting . 
Convulsions 


. 


From the above comparison it appears that peritonitis, septic peritonitis, 
pulmonary embolism, primary hemorrhage, and uremia are more common 
causes of death after abdominal extirpation of the kidney than after lumbar, 
and that shock, exhaustion, septicemia, pyemia, anuria, secondary hemor- 
rhage, suppuration, convulsions, and vomiting are more frequent causes of 
death after lumbar nephrectomy than after abdominal. In other words, 
by selecting the lumbar operation the risks of peritonitis are reduced to a 
minimum, septic peritonitis is unheard of, as are also pulmonary embolism 
and primary hemorrhage, which were the causes of upwards of six-tenths 
of the deaths after the abdominal operation. 

Such are the general statements in regard to nephrectomy; but to draw 
any conclusions as to the real value of this grave operation, it must be 
considered in connection with the various diseases or lesions for which it 
has been performed, and compared with other modes of treatment. From 
an extensive acquaintance with the literature of the subject, I have been 
long convinced that the kidney has been too frequently removed ; and it 
is for this reason, as well as for the purpose of comparing the relative 


1 The opposite kidney was diseased in one, 
2 The opposite kidney was diseased in four. 
3 The cause of death is unknown in one. | 
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value of nephrectomy, nephrotomy, nephrolithotomy, nephrorrhaphy, and 
other surgical measures, and concluding which of these operations should be 
resorted to in particular cases, that I have undertaken the present inquiry. 

1. Suppurative Lesions.—For pyonephrosis, pyelitis, and abscess, in- 
cluding one example of abscess after a shot wound, and one of suppuration 
following traumatic rupture, the kidney has been removed 50 times,’ with 
28 recoveries and 22 deaths, or a mortality of 44 per cent. Of the 40 
lumbar operations, 26 recovered and 14, or 35 per cent., succumbed, 
while of the 9 ventral incisions, 2 recovered and 7, or 77.77 per cent., 
died. The remaining one case, in which the nature of the operation is 
unknown, proved fatal. The cause of death was determined in 20, of 
which 5 were from shock, 2 from shock and disease of the remaining 
kidney, 4 from septicemia, and 1 each from pyemia, primary hemorrhage, 
secondary hemorrhage, uremia, suppression of urine, vomiting, peritonitis, 
convulsions, and exhaustion. In 1 of the fatal lumbar operations the 
pleura was wounded, while in 2 the peritoneal cavity was opened, and one 
recovered. In 8 cases the kidney had been previously drained by ne- 
phrotomy, and 7 recovered. 

Incision with drainage of suppurating kidneys has been practised in 
72 cases,? of which 59 recovered and 13, or 18.02 per cent., died ; 67 were 
by the lumbar incision, with 12 deaths, and 5, in the hands of Lawson 
Tait, were by the ventral incision, of which 1 perished. Of the 59 sur- 
vivors, sinuses or fistule persist in 19, or 32.20 per cent. 

For calculous pyelitis, nephrectomy has been done 28 times,’ with 13 
recoveries and 10 deaths, or a mortality of 48.47 per cent. Of the 16 
operations through the loin, 9 recovered and 7, or 43.75 per cent., perished, 
while of the 7 ventral operations, 4 recovered and 3, or 42.85 per cent., 
died. The cause of death was shock in 4, shock and disease of the oppo- 
site kidney in 1, anuria in 2, the other kidney being involved in one, and 


1 The operators were Bardenheuer in 12 cases ; Czerny in 7 cases; Tait and Von 
Bergmann, each in 2 cases; Barwell, Beck, Clementi, Couper, Dandridge, D’ Antona, 
De Vecchi, Dumreicher, Duncan, Elder, Frattina, Israel, Kidd, Lange, Lloyd, Marsh, 
Ollier, Palmer, Roberts, Savage, Stockwell, Studsgaard, Von Bruns, Von Mandach, 
Weir, West, and Whitehead, each in 1 case. 

2 The operators were Bryant in 9 cases; Tait in 7 cases; Thornton in 4 cases; 
Barker, Gardner, Morris, Parker, and Wheelhouse, each in 2 cases ; and Angelini, Baker, 
Bardenheuer, Barwell, Beck, Burrell, Callender, Crane, Czerny, Datillo, Elder, French, 
Goodridge, Gueterbock, Holmes, Israel, Ker, Keys, Krannhals, Kuester, Landau, 
Lange, Lente, Lister, Lucas, Ollier, Paterson, Puzey, Raffa, Reeves, Roddick, Rosen- 
berger, Savage, Southey, Studsgaard, Van Buren, Von Bergmann, Von Muralt, Weir, 
West, Williams, and Wright, each in 1 case. 

5 The operators were Barker, Godlee, and Thornton, each in 2 cases ; and Bantock, 
Barwell, Bottini, Israel, Lange, Macewen, McClelland, Miiller, Novaro, Rosenbach, 
Simon, Thomas Smith, Sonnenburg, Tait, Urbinati, Von Bergmann, and Wright, each 
in 1 case. 
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exhaustion, peritonitis, and pyemia each in 1. Previous nephrotomy had 
been resorted to in 4, all of which recovered. 

Nephrotomy for calculous pyelitis has been resorted to 21 times,’ with 
12 recoveries and 9 deaths, or a mortality of 42.85 per cent. Of the 
recoveries a sinus remained in 1, and in 1, a case of Bryant’s, a urinary 
fistula persists at the end of eight years. 

It will thus be seen that of 73 nephrectomies for suppurative lesions 
from all causes, 41 recovered and 32, or 43.97 per cent., died. Of 93 
nephrotomies, on the other hand, 71 recovered and 22, or 23.65 per cent., 
died. It, moreover, appears that of 12 nephrectomies after a previous 
nephrotomy only 1, or 9.33 per cent., succumbed, while of 61 nephrecto- 
mies without preliminary incision and drainage, 31, or 50.81 per cent., 
perished. In other words, the mortality of removal of the kidnéy for 
suppurative conditions is nearly twice as great as after nephrotomy, and a 
preliminary nephrotomy diminishes the risks of nephrectomy by 41.48 per 
cent. Hence, we may conclude that a suppurating kidney should never 
be excised until after the failure of nephrotomy, the only inconvenience of 
which is that a permanent sinus or urinary fistula remains in 29.57 per 
cent. of the recoveries, either of which may, however, should it prove a 
source of discomfort, be remedied by subsequent lumbar extirpation of the 
shrunken sac, with the risk of only 9.33 per cent. In favor of a prelimi- 
nary nephrotomy, it is also to be declared that it enables us to determine 
with almost a certainty the condition of the opposite organ, that is to say, 
if, after a few days of drainage, pus ceases to appear in the urine, the 
‘probability is that the other kidney is sound. 

2. Tubercular Kidney.—The kidney has been extirpated for so-called 
strumous disease 20 times,’ of which 12 recovered, and 8, or 40 per cent., 
died—3 from exhaustion, along with disease of the opposite kidney in one, 
and tubercle of the bladder in one, 2 from shock, 2 from suppression ot 
urine, in both of which the remaining organ was similarly affected, and 1 
from tubercle of the opposite kidney and of the lungs. Of the 13 operations 
through the loin 6 recovered, and 7, or 53.84 per eent., succumbed, while 
of 7 ventral operations 6 recovered, and 1, or 14.28 per cent., died. Pre 
vious nephrotomy had been resorted to in 8, with 5 recoveries and 3 
deaths, or a mortality of 37.5 per cent., whereas primary extirpation was 
attended with a mortality of 41.66 per cent. In 10 of the recoveries in 
which the fate of the patient is known, 1 expired in four months from 
tubercle of the opposite kidney, 1 received no benefit, the bladder and re- 


1 The operators were Bryant in 2 cases, and Anderson, Baker, Beck, Callender, 
Clark, Couper, Cullingworth, Dawson, Durham, Haward, Hulke, Ingalls, Israel, 
Jones, Mynter, Richardson, Rose, Seymour, and Studsgaard, each in 1 case. 

2 The operators were Thornton in 3 cases, and Baker, Bantock, Beck, D’Antona, 
Elder, Golding-Bird, Jowers, Lucas, Martin, May, O’Reiily, Peters, Raffa, Tscherning, 
Von Muralt, Wright, and Wylie, each in 1 case. 
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maining organ being diseased, while 8 were living and well at the expira- 
tion, respectively, of two months and twenty days, five months, five months, 
ten months, twenty-six months, thirty months, three years, and nearly four 
years. 

It will thus be seen that in 7 of the 20 cases there was tubercle of the 
opposite kidney in 4, of the bladder in 1, and general tuberculosis in 2. 
Hence, present experience shows that tubercle is limited to a single kid- 
ney in only 65 per cent. of all cases, which renders the prognosis far more 
grave after nephrectomy than after removal of the kidney for suppurative 
lesions from ordinary causes. In the 8 cases of preliminary nephrotomy 
relief was not afforded; so that it appears as if previous incision might be 
wisely refrained from, and the kidney be extirpated in the early stage of 
tubercular disease, especially as excision may relieve the patient of a source 
of general infection. In performing the operation we ought, if possible, 
to ascertain the condition of the opposite organ ; and as this may be done 
by the ventral incision, which is attended with a mortality of 14.28 per 
cent., as against 53.84 per cent. for the lumbar operation, we may con- 
clude that primary exploration and removal by the abdominal incision is 
the proper procedure for the early stage of tubercular kidney. In ad- 
vanced cases, on the other hand, especially if the morbid changes be not 
limited to the kidney, nephrectomy is clearly unjustifiable, and nephrotomy 
should be resorted to. 

3. Hydronephrosis.—There are 21’ recorded cases of nephrectomy for 
hydronephrosis, including 5 due to calculi, the case of Heywood Smith 
being omitted as the result is unknown. Of these 21, 13 recovered, and 
8, or 38.09 per cent., died. Of 17 ventral operations, 10 recovered, and 
7, or 41.17 per cent. succumbed, while of 4 lumbar operations, 3 recovered, 
and 1, or 25 per cent., died. Of the survivors, 2 had been subjected 
to nephrotomy, and a fistula remained in 1. The cause of death was shock 
in 3, peritonitis in 2, septic peritonitis in 2, and anuria from disease of the 
opposite kidney in 1. 

Incision with drainage of hydronephrotic kidneys has been practised in 
25 cases,? of which 21 recovered, and 4, or 16 per cent., perished. Of 
14 ventral incisions, 11 recovered, and 3, or 21.42 per cent., died, while 
of 11 lumbar incisions, 10 recovered, and 1, or 9.09 per cent., died. Of 
the 20 survivors, urinary fistule persist in 11, or 55 per cent. In one 
of these cases, Mr. Henry Morris writes me that about ten ounces of urine 


1 The operators were Thornton in 8 cases ; Bardenheuer, Czerny and D’Antona, each 
in 2 cases; and Billroth, Cullingworth, Day, Goodell, Heath, Le Dentu, Kehrer, 
Savage, Schede, Spiegelberg, Thiersch, and Thomas, each in 1 case. 

2 The operators were Czerny in 3 cases; Simon and Weir, each in 2 cases; and 
Ahlfeld, Baum, Cabot, Kenig, Le Dentu, Landau, Leisrink, Morris, Pernice, Peters, 
Savage, Schramm, Spiegelberg, Svensson, Taylor, Tuckwell, Sir Spencer Wells, and 
Winckel, each in 1 case. 
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are passed daily into a receiver adapted to the loin, and that the patient 
suffers neither inconvenience nor discomfort. In a second case, recorded 
by Taylor, the ruptured sac was stitched to the abdominal wound, and the 
patient passes urine freely through a glass tube, much to her discomfort. 
In the cases of Le Dentu and Spiegelberg the trouble was remedied by 
removal of the kidney. 

Of the remaining operations for hydronephrosis, 15 cases of puncture, 
of which I possess notes, resulted in 12 deaths, 1 cure, and 2 temporary 
improvements, while of 5 examples of injection with tincture of iodine, 2 
were cured, and 8 died. Hence, further efforts in these directions should 
be abandoned. Of 6 instances of aspiration, 3 were cured, 2 improved, 
and 1 died of a cause not connected with the operation. 

We have thus seen that aspiration is a perfectly safe procedure; that 
lumbar nephrotomy yields fewer deaths by 15.91 per cent. than does lum- 
bar nephrectomy; and that the latter operation is safer by 16.17 per cent. 
than is the ventral operation. Hence, in cases of hydronephrosis, lumbar 
aspiration, repeated if it be necessary several times, should first be resorted 
to. In the event of its failure, nephrotomy should then be practised. Should 
an annoying urinary fistula result, the kidney may be removed through 
the loin, as a final resource. 

4. Oysts.—For cysts of various kinds, the kidney has been removed 
15 times,’ with 8 recoveries and 7 deaths, or a mortality of 46.66 per 
cent. With one exception, all the operations were ventral, and the cause 
of death was peritonitis in 2 cases, and shock, infarction of the lungs, 
secondary hemorrhage, septicemia, and pyemia, each in 1 case. 

Nephrotomy for cysts has been done in 7 cases? by the ventral method, 
all of which recovered, and in Mr. Thornton’s case, both kidneys were 
drained. These results speak for themselves. Nephrotomy should always 
be tried at the outset, unless it be deemed wise to first resort to the simpler 
remedy, aspiration. Should nephrectomy unfortunately be decided upon, 
the same rule should guide us as in nephrectomy for hydronephrosis, since 
it is probable that all cysts can be removed by the loin after previous 
drainage. 

5. Painful Floating Kidney.—Floating kidneys have been extirpated 
22 times,® with 13 recoveries and 9 deaths, or a mortality of 40.90 per cent. 
Of 19 ventral operations, 11 were cured, and 8, or 42.10 per cent., suc- 
cumbed, while of 3 lumbar operations, 2 recovered, and 1, or 33.33 per 


1 The operators were Bardenheuer, Burgess, Campbell, Claus, Czerny, D’Antona, 
Esmarch, Getz, Keeling, Landi, Leopold, Maclean, Meadows, Ollier, and Walter. The 
ease of Spiegelberg is omitted, as the removal was incomplete. It was a ventral ope- 
ration, and death ensued from shock. 

2 The operators were Tait in 5 cases, and Thornton and Heusner, each in 1 case. 

8 The operators were Martin in 8 cases; Langenbuch in 2 cases; and Billroth, 
Boothby, Gilmore, Hennig, Jurié, Lane, Martini, Merkel, Navratil, Polk, Smyth, and 
Stimson each in 1 case. 
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cent., died. Although not strictly a lumbar operation, Polk’s fatal case of 
extirpation of a floating solitary kidney is included in the latter class, as 
the incision was extraperitoneal. The cause of death in the 8 fatal cases 
was peritonitis in 4, uremia in 2, and septic peritonitis and shock, each 
in 1 case. 

Nephrorraphy has been practised 18 times,’ with 1 death, or a mortal- 
ity of 5.55 per cent. The operation, however, utterly failed to fix the 
kidney in 4 of the survivors, and in 3 the success was only partial. 
Hence, although it has not afforded relief in 43.33 per cent. of all cases, 
its comparative freedom from danger warrants the conclusion that nephrec- 
tomy should never be performed for a movable kidney until mechanical 
appliances and stitching the organ to the posterior abdominal wall have 
failed to relieve suffering. In this event it may be removed, as has been 
successfully done by Gilmore and Jurié ; and, although the ventral opera- 
tion may be easier, especially if there happens to be a long mesonephron, 
its high rate of mortality from peritonitis should induce the surgeon to 
select the lumbar incision, through which the organ may almost invari- 
ably be readily removed. 

6. Malignant Growths.—Carcinomatous and sarcomatous kidneys have 
been extirpated in 49 cases, of which 19 recovered, and 30, or 61.22 per 
cent., died. Of 37 ventral operations, 13 recovered, and 24, or 64.86 per 
cent., succumbed, while of 11 lumbar operations, 6 survived, and 5, or 
45.45 per cent., perished. Of the survivors, there were recurrence and 
death in 7, 1 died of an unknown cause, 1 was alive with recurrence, 7 
remained well for twenty-eight months and a half on an average, and 3 were 
living for periods varying from three weeks to two months after operation, 
whence they are scarcely available for the determination of the final result. 
In a general way it may, therefore, be said that 61.22 per cent. of all cases 
die as the direct result of the procedure; that 16.32 per cent. perish subse- 
quently; that 12.24 per cent. appear to make a permanent recovery; and 
that the lumbar incision is far less dangerous than the ventral. In order, 
however, that the true value of nephrectomy for malignant disease may be 
properly estimated, it is necessary that sarcoma and carcinoma be exam- 
ined separately. 

The kidney has been removed for sarcoma 33 times,’ with 14 recoveries 


1 The operators were Hahn in 5 cases; and Agnew, Bassini, Ceccherelli, Dunning, 
Esmarch, Gardner, Gilmore, Jurié, Kuester, Newman, Svensson, Von Bergmann, and 
Weir, each in 1 case. 

2 The operators were Czerny in 6 cases ; Bardenheuer in 3 cases; Koenig in 2 cases ; 
and Billroth, Bantock, Barker, Godlee, Heath, Hicquet, Hueter, Jessop, Kocher, Little, 
Lossen, Martin, Meredith, Morris, Ollier, Rawdon, Réczey, Scheenborn, Tait, Thornton, 
Von Bergmann, and Whitehead, each in 1 case. Langenbuch’s case of recovery after 
the lumbar incision is omitted, as the organ, converted into a cyst, was thrown away, 
and could not be examined. The fatal cases of Kocher, Israel, and Thiersch are also 
omitted, as the adhesions were so great that the diseased kidneys were not removed. 
Trendelenburg also opened the belly, but the extreme vascularity of the tumor pre- 
vented him from attempting its removal. The child recovered. 
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and 19 deaths, or a mortality of 57.57 per cent. Of 26 ventral opera- 
tions, 11 recovered, and 15, or 57.69 per cent., died, while of 7 lumbar op- 
erations, 3 recovered, and 4, or 57.14 per cent., perished. The cause of 
death was shock in 7, hemorrhage and septic peritonitis, each in 3, septi- 
cemia and exhaustion, each in 2, and pulmonary embolism and tetanus, 
each in 1. Of the 14 survivors, 6 subsequently died, 1 from an unknown 
cause, and 5 from metastases at the expiration, respectively, of five months, 
five months and three weeks, six months, nine months, and eighteen 
months, while 1 was living with recurrence at the end of four months, 
and 5 were alive and well at the end, respectively, of seventeen, twenty-two, 
and twenty-three, and thirty-five months, and five years, the cases being 
those of Billroth, Lossen, Thornton, Bardenheuer, and Martin. In the 
remaining 2 cases the history terminates with the mere statement that the 
patient recovered. In other words, 57.57 per cent. died as the direct result 
of the operation, while, of the survivors, 42.85 per cent. died subsequently, 
and 35.71 per cent. remained well for thirty-one months and a half on an 
average. 

The ages of 16 of the subjects ranged between sixteen months and seven 
years. Of these 16 children, 7 survived, and 9, or 56.25 per cent., per- 
ished. Of the 7 survivors, the patient of Kcenig was living with recur- 
rence at the end of four months, while the patients of Bardenheuer, Godlee, 
Jessop, and Hicquet died of recurrence, respectively, in five, six, nine, and 
eighteen months. In the remaining 2 there is no further history. In 
2 of the deaths, secondary deposits were found in other organs. The 
remaining 17 patients were adults. Of these, 7 recovered, and 10, or 
58.82 per cent., died. Of the survivors, 1 died from an undetermined 
cause; 1 died from metastasis ; and 5 were well at the end of thirty-one 
months and a half on an average. From these data we may conclude 
that nephrectomy for sarcoma in children should not be repeated, but that 
in adults it is eminently justifiable, as it apparently cures 29.41 per cent. 
of the cases. Should the tumor be small, the lumbar incision is the pre- 
ferable one. 

Nephrectomy for carcinoma has been practised in 14 cases,' of which 
4 recovered, and 10, or 71.42 per cent., perished. All of the 9 abdominal 
sections, with 1 exception, were fatal, 1 of the 4 lumbar operations died, 
and 1 died, the nature of the operation being unknown. The cause of 
death was determined in 9 cases, of which 2 each were due to uremia, 
shock, and peritonitis, and 1 each to metastasis, exhaustion, and anuria, 
the opposite kidney being cystic and contracted. Of the 4 survivors 2 
died of secondary growths at the expiration, respectively, of forty-four 
days and two months, and the remaining 2 were alive at the end, respec- 
tively, of two months and thirteen months. Hence, carcinoma should be 


1 The operators were Adams, Albert, Czerny, Davy, Esmarch, 8. W. Gross, Homans, 
Halsted, Liicke, Martin, Péan, Thomas, Vercelli, and Sir Spencer Wells. 
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excluded from the category of cases for which nephrectomy should be 
done. 

In 2 other cases the kidney has been extirpated by the ventral opera- 
tion for malignant disease. The case of Wolcott, one probably of medul- 
lary carcinoma from the age of the patient, who was fifty-eight years old, 
died of exhaustion, while that of Byford was living at the end of twenty- 
eight months. As the subject was thirty-six years of age, the disease was 
probably sarcomatous. Hence, these additional cases of malignant disease 
confirm our conclusion that nephrectomy is indicated in sarcoma of adults, 
and contraindicated in carcinoma. 

7. Other Neoplasms.—Czerny removed an adenomatous kidney of a child | 
eleven months of age by the ventral operation, and death ensued from 
septic peritonitis. Thomas and Bruntzel succeeded in saving their pa- 
tients after laparotomy for fibroma of the capsule of the kidney ; and Bill- 
roth operated successfully through the loin for papilloma. Peaslee 
removed a “solid” tumor by laparotomy, but the patient died of perito- 
nitis. For benign tumors, 4 nephrectomies indicate, therefore, 3 recove- 
ries and 1 death, or a mortality of 25 per cent., so that the operation is 
eminently justifiable. 

8. Calculus.—The otherwise healthy kidney has been extirpated for 
calculus by Czerny, Kosinski, and Morris. All of the patients recovered, 
2 of the operations having been performed through the loin, and 1 
through the belly. Despite these favorable results, no prudent surgeon 
will sacrifice the organ until all methods of exploration, including incision 
of the kidney itself, have failed to detect the concretion. When the 
organ is not dilated by pus or urine, in other words, when its secreting 
power is not materially damaged, the only operation that is at all justifiable 
is nephrolithotomy, an operation of which I have a record of 21 cases.’ 
Of these, 2, or 9.52 per cent., died—the patent of Cullingworth from the 
blocking of the opposite ureter by a stone near its vesical orifice, while 
that of Pepper expired suddenly, in consequence probably of the effects of 
morphia. Thornton’s cases were by tle combined ventral and lumbar 
incision, and all recovered ; but under no circumstances should any ex- 
cept the lumbar incision be resorted to, unless there is doubt as to which 
kidney is involved. In 3 of the cases the stone was removed through an 
incision in the pelvis of the kidney, and in 2 cases the stones weighed, 
respectively, nearly an ounce, and five hundred and fifty-six grains. All 
of the recoveries were prompt and perfect, except in the first case of 
Morris, who informs me that a sinus still persists, five years subsequently. 

When the symptoms point to a renal calculus, the surgeon should make 
an exploratory operation through the loin, with a view to its detection 


1 The operators were Thornton in 3 cases ; Morris and Beck, each in 2 cases ; and But- 
lin, Bardenheuer, May, Howse, Hill, Symonds, Anderson, Godlee, Elder, Cullingworth, 
Pepper, Chiene, Rouse, and Tiffany, each in 1 case. 
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and removal without a resort to nephrectomy. Of 23 exploratory opera- 
tions, of which 3 were done by Beck, 2 each by Morris, Lucas, and 
Annandale, and 1 each by Gunn, Durham, Lente, Golding-Bird, Barker, 
Barbour, Norton, Anderson, Fowler, Powell, Thornton, Hulke, Barden- 
heuer, and Lawson, all recovered, the kidney having been actually incised 
in four. Although a stone was not detected, the procedure was absolutely 
free from danger, but a calculus was doubtless present in some of the cases, 
even though it was not found by the fingers and acupuncture. Hence, we 
may conclude, with Morris, that in calculus of an otherwise healthy kid- 
ney, the organ should be incised after the failure of the ordinary methods 
of exploration, and thoroughly examined with the finger, before it is con- 
demned to removal. 

9. Ureteral Fistule.—For urinary fistule communicating with the ex- 
terior of the abdomen, the vagina, or the uterus, and due to wounds or 
injury of the ureter in ovariotomy and hysterectomy, to the use of the for- 
ceps in labor, and in one instance to a suicidal attempt, the kidney has 
been removed 12 times,’ with 9 recoveries, and 3 deaths, or a mortality of 
21.27 per cent. The cause of death was collapse in 2, and uremia from 
disease of the opposite kidney in 1. Of the 11 lumbar operations, 3, or 
27.27 per cent. succumbed, while the single abdominal operation recovered. 

Although it seems a pity to remove a functionally active organ, yet the 
constant escape of urine in this class of cases is a source of so much dis- 
comfort and disgust that it is the only resource. The lumbar incision is, 
of course, the preferable one. 

10. Injury to the Ureter and Kidney.—During the removal of a retro- 
peritoneal cystic tumor by laparotomy, Thornton wounded the ureter, 
and at once extirpated the kidney with success. Bardenheuer met with 
the same accident during hysterectomy for carcinoma, and removed the 
kidney through the loin, but the patient died of collapse. Archer lacer- 
ated the kidney during ovariotomy, and extirpated it successfully on 
account of hemorrhage. In an example of rupture of the ureter with the 
formation of a urinary abscess in a child forty-four months of age, Barker 
removed the kidney through the loin, and the patient recovered. He 
informs me, however, that at the end of four months the child was dying 
from general tuberculosis. In these four cases the kidney was perfectly nor- 
mal, and as its removal was complicated in three by simultaneous severe 
operations, the slight mortality is simply wonderful. In a fifth case, Raw- 
don extirpated the kidney through the loin, on account of subcutaneous 
laceration, and the patient expired on the fortieth day from suppuration 
of the opposite kidney. In three examples of protrusion of the kidney 
through a wound in the loin, in two of which it had been incised, Brandt, 
Marvaud, and Hamilton successfully removed the organ. 


1 The operators were Albert, Billroth, Boeckel, Credé, Czerny, Le Fort, Novaro, 
Simon, Starck of Dantzic, Starck of London, Thornton, and Zweifel. 
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Agnew refers to a case in which, after the accidental division of the 
ureter in ovariotomy, the renal end was secured in the abdominal wound, 
and a urinary fistula established. The patient died, at the expiration of 
several months, of severe obstruction of the duct. In removing the ute- 
rus for carcinoma, Henry Morris excised half an inch of the ureter, and 
fixed its renal extremity in the vagina. The formation of a urinary fis- 
tula was, however, prevented by the death of the patient. 

While Agnew and Morris recommend the establishment of a urinary 
fistula when the ureter is wounded in removing an abdominal tumor, we 
consider their proposal as being one of very questionable value, unless, 
after the formation of the fistula, nephrectomy be performed to rid the patient 
of a source of great discomfort and annoyance. The fixing of the renal end 
of the ureter in a wound made in the loin, would certainly lessen the risks 
of death from shock, which occurred once in the two cases of combined 
laparotomy for abdominal tumors and nephrectomy. Hence, in this class 
of injuries, we believe that nephrectomy should not be performed as a pri- 
mary operation. 

Should the kidney be badly lacerated during the removal of abdominal 
tumors, and the hemorrhage be troublesome, the organ will have to be 
removed, as was done by Archer. Subcutaneous rupture of the ureter, 
followed by the formation of a urinary abscess, demands extirpation of 
the kidney; but we require more experience to determine the proper 
course to pursue in subcutaneous laceration of the kidney. Nephrotomy 
and drainage should probably be tried before the kidney is excised. 
When the kidney protrudes through a wound in the loin, provided it can 
be returned, and it is not materially injured, primary nephrectomy should 
not be performed. 

11. Unclassified Lesions.—With a view to completing the statistics of 
nephrectomy, it may be stated that three lumbar operations have been per- 
formed by Durham, Bardenheuer, and Langenbuch, of which two recov- 
ered. In the case of Durham, which proved fatal from pyzmia, the kid- 
ney was painful, but healthy. Bardenheuer’s case was supposed to be one 
of calenlus, the patient having suffered from renal colic and hematuria ; 
while in that of Langenbuch, performed for supposed sarcoma, the kidney 
was converted into a sac, and was accidentally thrown away before its 
true nature could be determined. In two additional operations, done 
through the belly, Billroth and Sir Spencer Wells removed a sound kid- 
ney attached to a uterine growth. Both patients died. 

From a careful analysis of all the facts pertaining to the surgery of the 
kidney contained in this paper, based as it is upon a study of nearly four 
hundred and fifty cases of different operations, I believe that I am justi- 
fied in formulating the following propositions for discussion :— 

1. That lumbar nephrectomy is a safer operation than abdominal nephrec- 
tomy. 
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2. That primary extirpation of the kidney is indicated, first, in sar- 
coma of adult subjects ; secondly, in benign neoplasms at any age ; thirdly, 
in the early stage of tubercular disease ; fourthly, in rupture of the ure- 
ter; and, lastly, in ureteral fistula. 

3. That nephrectomy should not be resorted to until after the failure of 
other measures, first, in subcutaneous laceration of the kidney; secondly, 
in protrusion of the kidney through a wound in the loin ; thirdly, in recent 
wounds of the kidney or of the ureter, inflicted in the performance of ova- 
riotomy, hysterectomy, or other operations; fourthly, in suppurative 
lesions; fifthly, in hydronephrosis and cysts; sixthly, in calculus of an 
otherwise healthy kidney ; and, finally, in painful floating kidney. 

4. That nephrectomy is absolutely contraindicated, first, in sarcoma of 
children ; secondly, in carcinoma at any age, unless, perhaps, the disease 
can be diagnosticated and removed at an early stage ; and, thirdly, in the 
advanced period of tubercular disease. 


ARTICLE IV. 

Report or Nine Cases (Seconp Serres) OF EFFusION; WITH 
RemMovAL OF NinE HunprED Aanp Six OuncEs OF Fiurp. ONE 
OF PARACENTESIS IN ABSCESS OF THE LIVER;—A PINT AND A HALF OF 
Pus EVACUATED, WITH Recovery. By F. Peyre Porcuer, M.D., Pro- 
fessor in the Medical College of the State of South Carolina, and one of the 
Physicians to the City Hospital, Charleston. 


Our principal object in recording this new series of cases of paracen- 
tesis for pleuritic effusion (the others having been reported in The Medical 
News for Dec. 22, 1883) is that they will force upon us the conviction 
that this diseased condition is extremely frequent, and that often it is not 
recognized and remedied. Upon taking charge of the wards under our 
care in the hospital, which contain not more than sixty to eighty beds, we 
encounter during our last term of service of less than four months seven 
cases of pleuritic effusion ; and detect the presence of hydrothorax by the 
autopsy in seven others not operated upon, besides leaving four additional 
cases under treatment. Most strange and singular fortune that it should 
happen to us in the ensuing four months to discover four more also, in 
private practice, and remove from two of these an additional two hundred 
and sixty-nine ounces. In the third case there was an offensive purulent 
accumulation in the pleural sac, which finally broke into the right lung 
causing gangrene of that organ ; but surgical interference offered in time 
for its relief, was refused. 

Such an irruption of cases (twenty-two), occurring in the practice of a 
single individual (and, with three exceptions, we have heard of no others 


‘ 
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at the meetings of the Medical Society and Medical Association of South 
Carolina), can hardly be ascribed to fortuitousness, a fatality, or a mere 
coincidence! Many of these people were walking about seemingly in 
comparative comfort, and, with the exception of dyspnoea, or some un- 
important sign of disease, giving scarcely any outward or superficial 
manifestation of the presence of intra-thoracic accumulations, which 
might—besides materially increasing their sufferings—go on to imperil or 
destroy their lives. 

The present exhibit added to our first series, fully warrants us, therefore, 
in urging unusual care and watchfulness in searching for the presence of 
pleuritic or pericardial effusion, whenever dyspnoea and oppression exist ; 
and even when absent, for they are not essential symptoms. To discover 
the existence of fluid in the thoracic cavity is a comparatively coarse pro- 
cedure ; and though it may presuppose some experience and practice, does 

«pot call for the exercise of any special refinement in auscultation and percus- 
sion: whereas to detect pericardial effusion is far more difficult, and re- 
quires exceeding nicety and skill in diagnosis. 

It is not our province to enter here a special plea for such opera- 
tions. It requires no great draught upon the imaginative faculties to 
conceive the relief afforded in such cases by early, judicious, and when 
necessary, repeated tappings. How salutary must be the removal of pints 
or quarts of serous or sero-fibrinous effusions by the formation of which 
the blood had been robbed of its most important elements, which had been 
compressing the lungs; displacing and disturbing the heart, impairing the 
power of absorption and the normal functions of the organs in every region 
of the body ; or which, passing by diapedesis into neighboring structures, 
as the pericardial sac or even into the abdominal cavity, were mining the 
foundations, as it were, of the very citadels of life. . 

The following cases of paracentesis thoracis occurred in the medical 
wards of the City Hospital, from July 1 to Oct. 1, 1884, and to Dr. W. 
D. Bratton, House-Physician, I am indebted for the notes. 


Case I.—Wnm. MeP., et. 70, admitted July 3d. History and symp- 
toms of chronic pleurisy. Hypodermic needle showed presence of fluid 
in right pleura, confirming other diagnostic signs. 

July 5. One quart was evacuated with aspirator. 

15th. Two quarts more were drawn from same pleura. Diuretic of 
tinct. squill, etc., iodine externally, tonic treatment, etc., completed the 
cure. Discharged August 6. 

Case II.—Jane H., et. 30 years, admitted July 10. Cardiac hyper- 
trophy, degeneration and failure, with consequent hydrothorax and 
hydro-pericarcium. Effusion greatest in right pleura, and thoracentesis 
called for by urgent dyspneea. 

July 17. Aspirated right pleura, drawing forty-eight ounces, without 
entirely exhausting the sac of fluid. Re-accumulation promptly took 
place: but general anasarca, and her, condition otherwise, made a repeti- 
tion of the operation inadvisable, as useless. Died on 26th. 
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Case III.—Calvin J., et. 40, admitted July 15. A case of atrophic 
kidney probably, followed by hypertrophied left ventricle and mitral 
failure. In spite of treatment, the serous effusion in both pleure which 
resulted called for operation on August 15, and about two quarts were 
drawn from right pleura, which seemed rather the fuller of the two. 
Deemed inadvisable to interfere with the other just then. At date (Sept. 
80) doing very well under general treatment. 

Case IV.—Jeffrey G., xt. 40, admitted July 17. This is probably a 
case of mitral regurgitation following great hypertrophy consequent upon 
chronic Bright’s disease. Indeed, the mitral failure has become apparent 
only since admission. The patient was of scrofulous, perhaps syphilitic, 
taint, and there had probably been an old pleurisy on right side. At 
least, I can only attribute the much greater serous effusion which occurred, 
without rise of temperature, etc., on right side than on left, to some such 
change in the right pleural sac. Dyspnoea, etc., demanded operation. 

July 23. Sixty-seven ounces were drawn from right pleura, and patient 
put on appropriate treatment. Nevertheless, the same symptoms called 
for a repetition of the tapping on Aug. 10, when sixty-one ounces wemgy 
drawn, and on Sept. 17, when seventy ounces were aspirated. 

Sept. 29. Dyspneea, cough, failure of heart, etc., called for aspiration 
again—right pleura having once more swelled. Drew eighty-four ounces, 
and strapped that side. 

As to quantity of fluid, and frequency of operation, the following will 
give a compact view :— 

Case 1. Right pleural cavity, 32 ounces; right pleural cavity, 64 
ounces. 

Case 2. Right pleural cavity, 48 ounces. 

Case 3. Right pleural cavity, 64 ounces. 

Case 4. Right pleural cavity, 67 ounces; right pleural cavity, 61 
ounces ; right pleural cavity, 70 ounces ; right pleural cavity, 84 ounces. 

Punctured almost invariably between sixth and seventh ribs—mid- 
axillary line. 

It is somewhat surprising, that in every case, without exception, the 
right pleura should have been found involved either alone, or chiefly. 

While these were all the cases operated on for removal of pleural fluid, 
there were two cases, those of Isaac R., and Robert G., in which an at- 
tempt was made, ineffectually, owing to state of instruments used, to 
evacuate pleural effusion. Both died, and effusion of considerable extent 
was found in the right sac in the case of R.; and excessive accumulation 
in both sacs, in the case of G. Hydro-pericardium was found in both— 
not enough to cause death independently of hydrothorax. 

Besides, there were the cases of Marcus N., Amy S., Eve W., and A. 
B. All these suffered from ascites, and were tapped for its relief —Amy 
S. several times; in all hydrothorax was either made out, or confidently 
predicated, cedema of chest walls, in all but B. preventing absolute 
demonstration. Operation was useless, and all died. In each and every 
one both pleural sacs were distended with effusion. 

Then, in case of Dober McN., who died before relief could be afforded, 
fluid was diagnosed in right pleura, and one and one-half pints found there 
after death. 

As no record was kept of every case, some have no doubt escaped me: 
at present there are in the ward at least four cases of abnormal collection 
of fluid in pleura. 
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Case V.—Louis V. N., xt. 55, white male; admitted June 13th, with 
great distension of abdomen and chest, with swelling of legs and arms. 
After careful examination no organic disease could be found. Heart- 
sounds not clear, but no lesion could be positively made out; urine 
normal ; liver somewhat enlarged. Diagnosis: chronic malarial poison 
reducing tone of vessels. At 10 P.M., dyspnoea so great patient was 
tapped by house physician, and about two gallons of fluid drawn from 
abdomen. 

Fluid being found in pleural cavity of right side on July 4th, patient 
was aspirated between seventh and eighth ribs near angle, and f3xxxvi 
drawn off; great relief experienced. Patient put on a tonic diuretic mix- 
ture, and improved steadily. Discharged August Ist, well. No return 
of fluid up to this date. 

Case VI.—M. F. McB., xt. 36, white male; hard drinker, digestion 
poor, stomach irritable, general condition poor, much emaciation. Patient 
had been exposed to a damp, cold, and sunless jail. Has cough and pain 
in side, with considerable dyspnea. Diagnosis: general debility with 
chronic pleurisy ; there being considerable effusion detected on right side, 
patient was aspirated on July 24th between sixth and seventh ribs, below 
the angle of the scapula, and f3xxxvi removed. Great relief experi- 
enced. At date, Oct. 10th, fluid seems to have re-accumulated to some 
extent. 

Case VII.—Mrs. K., xt. 70, white, female; admitted July 21, 1884. 
Patient’s legs edematous, little or ne fluid in abdomen; urine about 
normal; heart weak, intermittent, and irregular. Patient “ took cold” 
several years ago going into a damp cellar; she has great dyspnoea, and 
is pretty weak; dulness over greater part of right side. Fluid being 
found by hypodermic needle, patient was aspirated on August 5th between 
sixth and seventh ribs, three inches below the angle of the scapula, 
and f3xxvii removed; great relief experienced. Patient put on tonic 
diuretic ; swelling of legs much reduced. At date, fluid has re-accumu- 
lated to some extent. 

[Above three cases, July 1 to October 10, 1884, reported by Dr. Ma- 
zyck P. Ravenel, House Physician. ] 

Case VIII.—Was consulted, by letter, by a lady, Mrs. P., et. 55, 
residing at a distance from this city, who complained greatly of dyspnea, 
fainting attacks, and great oppression with inability to sleep. Suspecting 
pleuritic effusion as a probable cause, we visited her taking the precaution 
to provide an aspirator, to which Fitch’s Dome trocars were attached. 

Upon examination, it was found that grave disease of the heart coex- 
existed with effusion ; and a few minutes after arrival forty-eight ounces 
“ sero-sanguinolent fluid were removed from the right cavity of the 
thorax. 

The suffering and oppression had been extreme, at intervals, for many 
weeks before our visit (which prevented her from coming to the city), and 
though partially relieved, she survived but a few days. 

Case IX.—In attendance upon Mr. G., et. 40, who was suffering from 
difficulty of breathing and great oppression, especially at night. He 
declared that he was perfectly well three months previously, ¢.¢., in 
February last ; but had been exposed to draughts of air while at work in 
a large store, and undoubtedly he had had a latent and undetected pleu- 
risy. He had no fever at any time after we saw him ; his urine was highly 
albuminous (three-fourths of test-tube); insufficiency of the aortic and 
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stenosis of the mitral valves existed, with some dropsy of the lower 
extremities ; mind, as usual in all such cases, perfectly clear. 

After careful examination and the preliminary insertion of the hypo- 
dermic needle, ninety-two ounces of serum, slightly stained with blood, 
were removed (April 25, 1885) with the aspirator from the right cavity 
of the chest. Dr. J. M. Caldwell and my son, Dr. W. P. Porcher, were 
present. 

The needle was entered three inches below the lower border of the 
scapula. We find it to be an indifferent matter whether the puncture be 
made here, or at the middle axillary space, at a point intermediate 
between these two, or even in front below, and to the outside of the 
nipple ; the main indication is to select the centre of the area of dulness ; 
and, for obvious reasons, avoid penetrating too high or too low. 

An attack of cough warned us to desist. Great relief from the despe- 
rate attacks of dyspnea followed. In ten days, however (May 5th), we 
discovered that the fluid had re-accumulated, notwithstanding that blisters 
and iodide of potash, with diuretics, had all along been employed, and 
ninety-five ounces of a similar fluid were evacuated. 

Again his life is measurably prolonged ; the fluid is re-accumulating for 
the third time; I fear that two more quarts can be aspirated, but the 
patient is anxious for a repetition of the operation, on account of the great 
relief it necessarily affords. 

[May 17, removed eighty-two ounces. | 


But where disease of the heart coexists, far greater gravity is imparted, 
and this patient has three organic diseases to contend with, namely, of the 
pleura, the heart, and the kidneys. 

Cases such as this—equally with anasarca where the entire body, “ pallid 
and languid,” saturated and sodden by serum—recall to us the pathology 
of Horace (Carm. Lib. ii. 2) :-— 


Crescit indulgens sibi dirus hydrops, 
Nec sitim pellit, nisi causa morbi, 
Fugerit venis, et aquosus albo 
Corpore languor. 


With the direfully irremediable nature of which the ancients—who 
probably had no aspirators—were as much impressed as we are. (See 
also Ovid, Fast. I. 211.) 


Abscess of Liver.—One pint and a half (24 ounces) of pus removed ; 
with recovery. (Reported by Dr. Alford, House Physician.)—Patrick J., 
age 37. Patient presented himself for treatment in the medical ward of 
the hospital, September 11, 1884; is a native of Camden, South Carolina, 
from whence he removed to Charleston ten years ago, where he has resided 
ever since, except the past three years spent in Savannah, Georgia, in a 
malarial portion of the city, and he became subject to “ chills and fever.” 

A pain over the region of the liver began about the first of July last, 
and has been continuous, but not severe, and with no history of injury 
connected with it. Two weeks previous to his admission it became more 


1 We are inclined, however, to think that both of the classic authors referred to, had 
in mind the inappeasable thirst and the polyuria of diabetic dropsy . 
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acute, and within the past week he has had several chills and vomited 
once or twice. 

Present Condition.—Somewhat reduced in flesh ; loss of appetite; having 
a disgust for all kinds of food; motions from the bowels are regular once 
a day; sometimes twice; stools are straw-colored and pasty; breathing 
hurried and shallow ; deep inspirations or sudden movements of the body 
elicits pain; tenderness is experienced on pressure in the region of the 
umbilicus and hypochondrium ; the area of hepatic dulness is increased in 
all directions—notably below the false ribs, where there is also consider- 
able tension and swelling; the point most noticeable is on a level with 
umbilicus about four inches to right and in a line with nipple; fluctuation 
is distinct and a hypodermic needle was introduced and pus withdrawn. 
The attending physician (Dr. Porcher) was sent for, and abscess of liver 
diagnosed. He decided to puncture it immediately with a large size 
trocar at the location mentioned above, where swelling was most marked, 
and a pint and a half of pus of a yellowish color, becoming bloody towards 
the last, escaped. A drainage tube was passed through the canula, and 
the latter removed, leaving the former in place; pus continued to dis- 
charge. (Operation after the method of Dr. Patrick Manson, of the 
Chinese Maritime Service.) Had a chill the next day, and his tempera- 
ture rose to 105.2°; nauseated and vomited two or three times. R. Qui- 
nine and iron given three times a day. 

Sept. 15. Temperature has reached 105°, every evening since the 
operation; drainage tube removed; opening discharging continuously. 

16th. Temperature did not rise higher than 102° to-day; is more 
comfortable, and has more relish for food, but has diarrheea. 

Dec. 16. Temperature normal; appetite is better; regained some 
flesh and the area of liver dulness markedly diminished; though pus con- 
tinues to drain away. Has been taking quinine, sulphide calcium, Fel- 
low’s syrup of the hypophosphites, and sherry wine. 

March 1, 1885. His general condition is much improved; the discharge 
from fistulous opening is small in amount and thin and serous in looks ; 
appetite very good; bowels regular and stools more of a natural color. 
Patient is still under treatment in the hospital. 

April 20. Has been discharged from hospital, and can walk two 
miles without inconvenience. 

May 12.. No signs of his former disease. 


ARTICLE V. 


A Case or CuoLecystotomy. By Cuar.es T. Parkes, M.D., Professor of 
Anatomy in Rush Medical College, Chicago.! 


Tue rather recent revival of operative procedures for the relief of ob- 
struction of the biliary ducts, has awakened a new and lively interest in 
all such cases ; especially as the entire number of reported operations falls 
within a total of fifty. 


1 Read before the American Surgical Association, April 24, 1885. 
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Of this series, submitted to operations, by far the larger portion have 
been cases of cholecystotomy, by means of which a distended gall-bladder 
has been positively relieved, and in most of them the cause of obstruction, 
retained gall-stones, removed. In a few no gall-stones were found, while 
in others the cause of the obstruction could not be remedied. 

The excellent and exhaustive paper, based upon four cases, presented to 
the profession by Drs. Keen and Musser,’ of Philadelphia, portrays the 
operation of cholecystotomy, with all its vicissitudes and requirements, 
together with the symptomatology of duct obstruction so completely and 
lucidly, that there seems but little more to be said in addition to relating 
the history of a patient with gall-stones, who has been under my care 
during the past winter, and who was relieved by operation from their 
presence and the long-continued distress incidental thereto. Every one 
of these cases has some special circumstance of interest connected with it, 
and trustworthy conclusions only become possible after a consideration of 
all the facts culled from a large number of operations. 


Casze.—Mrs. K. B., aged 29 years, married; born in America, and 
residing in Chicago, came under my charge December 10, 1884. She 
had been made quite an invalid by years of suffering, and when first seen 
by me had just passed through a two days’ siege of great agony. 

She related a history of more than two years’ duration of suffering from 
paroxysmal pain, referred to the right hypochondriac and epigastric 
regions, and radiating beneath the right shoulder. These paroxysms were 


seemingly unattended with much or any febrile disturbance ; were some- 
times accompanied with constipation, and generally with loss of appetite. 
Quite often with them came nausea and vomiting. No biliary matter 
was ever vomited, and the feces were at all times light gray in color. 

The attacks were of uncertain duration and somewhat uncertain fre- 
quency, but seldom remained absent longer than two weeks; so that the 
patient never had time to recover from the effects of one attack before she 
was prostrated by the recurrence of another. 

One year ago a gall-stone as large as a coffee bean came away by the 
bowel; no others were found previous to or since that time, though often 
sought after. No amelioration of any of her symptoms followed its ex- 
trusion. 

The patient had been under the care of worthy physicians all this time ; 
they all diagnosticated the cause of the trouble to be the existence of gall- 
stones, and had subjected the patient to every known remedial medicine, 
without relief other than that coming from the use of large doses of opium, 
and with these the patient’s agony was intense during the acme of the 
paroxysm. Among the agents used were chloroform, ether, olive oil in 
large doses, and many other “ cures,” the best results following the admin- 
istration of morphia. 

Examination revealed the following facts: The patient is quite well 
nourished, flesh firm and in good quantity. The skin is slightly, yet 
noticeably, jaundiced all over the body. There is no complaint of itching. 
Complexion rather pale and sallow, facial expression indicative of suffer- 


1 Tus AMERICAN JOURNAL OF THE MEDICAL ScrENCcES, October, 1884. 
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ing and dread. Tongue clean and red. Examination of the thorax 
reveals nothing abnormal in the condition of its contents. 

On inspection, the abdomen shows a clearly defined bulging of the right 
hypochondrium, extending into the epigastrium. Percussion defines liver 
dulness extending downwards fully three inches below the edges of the 
costal cartilages, also to the left some distance ; again the dulness reaches 
toa higher point into the thorax than is normal. Palpation gives evidence 
of a resistant mass, smooth, well marked, and slightly tender, evidently 
an enlarged liver. Careful circumscribed percussion seemed to establish 
the existence of a separate point of dulness, about the size of a silver 
dollar, near the centre of the edge of the liver dulness, and in a line with 
the tip of the tenth costal cartilage. This had resonance surrounding it 
on all sides except above. It was somewhat elastic to the touch, and was 
supposed to be the fundus of the distended gall-bladder. No calculi could 
be certainly diagnosed as present by any external manipulation ; subse- 
quent results showed they would have eluded acupuncture, which was not 
practised. The feces are still light-colored, both during and after the 
paroxysmal attacks of pain. There is no ascites or tympany, neither is 
there the slightest evidence of cedema of the lower extremities. 

Chemical analysis of the urine fails to reveal any evidence of albumen 
or other abnormal condition ; although chocolate-colored, there was only 
very slight reaction showing the presence of bile. The microscope gave 
no testimony in favor of degenerative changes in the kidney. 

The prolonged existence of pain, referred to the one place, with absence 
of any evidence of other trouble, either benign or malignant, confirmed 
the diagnosis already made of obstruction of the gall-ducts. Mrs. B. 
was told that probably no medical treatment would give her relief; 
that she bad been faithfully and properly treated by her previous attend- 
ants; and that nothing could be added to what they had already done with 
medicines ; but that there remained for trial the operation of opening the 
gall-bladder. After an explanation thereof, she immediately gave consent 
to have the operation performed. With that intent she entered the Pres- 
byterian Hospital of Chicago, December 15, 1884. On December 17th, 
a public consultation was held with Profs. Gunn, Ross, Estheridge, and 
Bridge, and Dr. Whitney, all of whom concurred in the diagnosis and 
the probable relief from operation. 

After preparation in accordance with the principles of strict antisepsis 
in the clinical amphitheatre of Rush Medical College before the past 
winter’s class and with the assistance of Prof. Moses Gunn and Dr. E. P. 
Davis, the following operation was done. An oblique incision five inches 
long was made over the tumor, parallel to and about two inches away from 
the edge of the costal cartilages. The walls of the abdomen were slowly 
divided, until the peritoneum was exposed throughout the length of the 
wound, all bleeding points were occluded, with the snap forceps or ligature, 
before opening the peritoneum. When this was finally done, there was 
exposed to view only the smooth, even surface of the enlarged liver. The 
lower edge of this organ was fully two inches below the line of the 
wound. Nothing could be seen of the gall-bladder. 

By passing two fingers into the wound and beyond the liver the dis- 
tended gall-bladder, round and tense, was readily felt. The finger was 
slowly and carefully carried around it, and by this means slight adhesions 
between it and the surrounding organs were broken down. Then the 
enlarged liver was forced up beneath the ribs by pressing upon its lower 
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surface, and in this way the gall-bladder was brought into the abdominal 
opening. Considerable difficulty was experienced in retaining it at the 
opening, for every inspiration made by the patient forced the liver down- 
wards, and carried the gall-bladder with it. Prof. Gunn overcame this 
difficulty by placing his fingers on the under surface of the organ and 
forcibly holding it up beneath the ribs. Two small sponges, with tapes 
attached, were placed to the right and left of the bladder to isolate it as 
much as possible and at the same time to absorb any waste that might fall 
into the abdominal cavity. 

The walls of the gall-bladder were very thin, and the clear fluid which 
it contained could almost be distinguished through them. An aspirator 
needle of medium size was thrust into the centre of the fundus with the 
intention of withdrawing the contained fluid by aspiration. After its 
introduction some movement of myself or the patient accidentally displaced 
the needle, and immediately there followed a free flow of viscid mucus, 
slightly tinged with biliary matter. This was prevented from entering 
the abdominal cavity by drawing the bladder closely against the lower 
corner of the wound ; a slight puncture with the knife was followed by an 
outflow of three or four ounces of fluid; none entered the peritoneal cavity. 
As soon as the viscus was empty its walls were seized by two snap forceps 
about an inch apart, and the opening in the bladder enlarged to that 
length. Gall-stones were then sought for, first by a probe, then with a 
pair of forceps, and finally with the finger. 

The cavity of the bladder was thoroughly explored with all three, but 
no bodies of any kind were found in it. The edges of the wound in the 
gall-bladder bled quite freely, and were compressed here and there with 
forceps. The difficulties attending the great enlargement of the liver 
prevented as critical an examination of the common duct as one would 
like ; still, attempts were made to follow its course, but without success. 
No gall-stones were found, nor any other source of obstruction. The 
wound was closed in the following manner: stitches were first introduced 
through the edges of the abdominal wound on the right and left of the 
point selected for the attachment of the gall-bladder in the establishment 
of a fistula. Then the opening in the gall-bladder was fastened to the 
edges of the central portion of the external wound by means of five sutures, 
first passed through all the tissues of the abdominal walls, and then 
through all the coats of the viscus; so that broad peritoneal surfaces were 
brought in contact throughout the entire circumference of the bladder 
wound. Great care was given to the security of these sutures, from the 
fear that the dragging of the heavy liver might displacethem. A large per- 
forated rubber drainage-tube was carried to the bottom of the gall-bladder, 
and the sutures all fastened after thoroughly cleansing all portions of the 
peritoneal cavity in the vicinity of the wound. lIodotorm was dusted on 
to the wound freely, and it was covered with an extensive and thick 
dressing of dry sublimated gauze. Outside of this was placed a mass of 
borated cotton, and over all the usual bandage. 

The patient showed signs of considerable shock ; was given a hypodermic 
injection of whiskey. There had been no attempts at vomiting. The 
patient was put to bed, head low, and hot water bottles to feet. Reaction 
came on fairly well, and on becoming conscious she complained of 
severe pain at the site of the operation, was fed with cracked ice and given 
- morphia hypodermically. 

At 10 FP. M. the pulse numbered 84. Temp. was 981°, and the skin 
was moist and cool. Complains of pain in wound at intervals; has some 
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nausea, but has not vomited. Passed a comfortable night, and was free 
from nausea. The patient was now bolstered up into a half-sitting 
ture in order to relieve, as far as possible, tension on the gall-bladder. 

After complete recovery from the effects of the anesthetic the patient 
was quite comfortable, and until the wound healed the highest point 
reached in temperature was 99}°. For a few days alimentation was 
mainly carried out by rectal injections; keeping the stomach quiet aided 
in preventing vomiting; had this occurred the attachments of the cyst 
would have been greatly endangered. Aside from nervousness the patient 
was free from any inconvenience. The urine was dark in color and 
normal in amount. The bowels were moved on the third day by enema. 

The wound was not disturbed at all, merely additional dressings of dry 
cotton placed over that already on, for the purpose of absorbing a very 
profuse flow of greenish fluid which showed itself on the second day, and 
rapidly saturated everything about the patient. On the fourth day, 
December 24th, owing to the profuseness of this discharge, a change of 
dressing became imperative. The wound was found glued together 
throughout its entire length, except at the site of fistula. No tenderness 
or swelling indicative of any inflammatory condition was present. The 
enlarged liver had entirely disappeared, and percussion placed it within 
the normal boundaries. The line of the wound, instead of being flush with 
the surface of the chest, was drawn under and beneath the costal cartilages. 
The free flow of greenish fluid had evidently entirely relieved the engorged 
hepatic ducts. Some of the stitches in the abdominal wound were 
removed. The drainage-tube was taken out and the cavity of the gall- 
bladder probed, deep in its cavity some foreign body was felt, and two of 
the smaller stones here shown were removed by the forceps; no others 
were felt. The drainage-tube was replaced, and the same dressings as 
first used reapplied. 

On the 7th day, December 26, redressing was again required, on 
account of the free discharge of similar greenish fluid, so abundant that it 
saturated the bedding as well as dressing. All sutures removed ; wound 
entirely healed. Probing of the cyst cavity again discovered foreign 
bodies, and with the forceps five more gall-stones were removed. The 
last, the largest, here shown, was seized with much difficulty, and seemed 
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to be embraced by mucous membrane (Fig. 1). No more stones were 
found at any time. (The total weight of the seven stones removed is 7.22 
grs.) 

The patient improved rapidly in general health; all the functions are 
performed normally ; the jaundice has entirely disappeared; she is free 
from all pain and in bright spirits ; and up and about the room. At the end 
of two weeks the patient could, apparently, have safely left the hospital, 
had she lived away from the city, and could have gone to her home com- 
pletely cured. The probe when introduced into the fistula seemed to come 
in contact with a roughened surface. The stools were still light-colored, 
unstained with bile. Every day or two a profuse flow of muco-biliary 
fluid came from the fistula, which the patient again said was accompanied 
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with severe pain. The amount of pain was undoubtedly exaggerated, as 
the pain was not complained of until the discharge made its appearance 
outside of the dressing, and was on several occasions overcome by hypo- 
dermic injection of water. 

Still all these occurrences seemed to point to continued occlusion of 
the common duct from some cause. Half a pint of sweet oil was admin- 
istered with the hope of overcoming the obstruction. No stone was found 
in the subsequent dejections, but there came away six round, firm, white 
bodies about the size of a bean, which were at first supposed to be con- 
cretions of cholesterine ; examination showed them to be merely inspissated 
mucus and free oil. Perhaps such are the only bodies recovered after 
using sweet oil as a remedy for this trouble. 

After failure to obtain relief with remedies, it was determined again to 
perform laparotomy to confirm a diagnosis of partial occlusion from steno- 
sis or an impacted stone, close to the intestines, in the common duct. On 
January 18th, with the assistance of Drs. R. Filley, E. P. Davis, and 
L. H. French, vertical incision, four inches in length, commencing at the 
fistula, was carried through the abdominal wall. The deepest part of the 
dissection was made with great care, in anticipation of meeting with adhe- 
sions between the abdominal walls and intestines. These adhesions were 
not entirely avoided ; near the gall-bladder, at the highest point of the 
incision, the wall of the duodenum was partially torn through, and trou- 
blesome bleeding came from the tear, which was finally controlled by 
sponge pressure. The loose intestinal folds gave no trouble, and were 
easily held out of the way, so that the entire course of the duct from the 
gall-bladder to the duodenum could be readily and clearly traced with the 
finger. It felt like a dense hard cord. The bladder was entirely empty. 
No calculus could be found in any portion of the duct. Bougies of differ- 
ent sizes were passed through the fistula, and, guided by the finger, an 
attempt was made to pass them into the duct; no success was met with. 
Then a steel sound, No. 11, was passed through the fistula, and again 
guided by the finger in the peritoneal cavity, after some manipulation, was 
finally carried into and through the common duct into the cavity of the 
intestine. No calculus was felt, and no other special obstacle to its pass- 
age was recognized. The abdominal wound was thoroughly closed with 
sutures in the usual manner. No drainage employed. Antiseptic gauze 
used for dressing. 

The patient rallied well from the operation, but free vomiting soon 
showed itself, and the ejecta were mainly bile. This vomiting of bilious 
fluid continued during the first twenty-four hours after the operation, and 
there was no discharge from the old fistula. An enema brought a freer 
discharge of bile from the rectum, the first to show itself since the trouble 
began, quite two years ago. All these facts proved that the passage of the 
sound had restored the patency of the biliary ducts. Some discharge soon 
came through the fistula, mostly mucus, but bile-stained. The dejections 
were carefully examined while the patient remained in the hospital, but 
no gall-stones were discovered. Convalescence was without interruption, 
appetite returned, and pain was entirely relieved. The sutures were 
removed on the seventh day, and the wound found completely united by 
first intention. The patient was discharged well with the fistula rapidly 
healing on February Ist, 1885. 

On April 1st, two months after leaving the hospital, Mrs. B. sent for me 
again, suffering severe pain in her side. I found that the fistula had been 
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entirely healed for two weeks, and that she had been absolutely free from 
pain during the previous two months. The day before she had been out 
all day exposed to the inclemency of very bad weather, and the result was 
that she had a severe bronchitis and a return of the old pain. 

The site of the wound was tender to the touch, and I re-opened the fis- 
tula with a tenotomy knife, giving exit to quite a quantity of bile-stained 
mucus, which continued to flow during the next day. The pain was 
entirely relieved by this procedure. A small drainage-tube was re-intro- 
duced, and is to be kept in place with the intention of keeping the fistula 
open for some time. 

Bile has not ceased to be discharged through the natural channel at any 
time since the last operation. Still, evidently, the calibre of the common 
duct is not sufficiently large to carry off any increased flow of biliary 
secretion. 

The patient has improved greatly in general health, has gained flesh, and 
has a bright clear complexion, and has resumed all her household duties. 


Some suggestions follow as an outgrowth of this case which are of prac- 
tical importance and application. 

It is quite certain that the gall-stones in this case were not lodged in 
the gall-bladder, and could not have been overlooked at the time of the 
operation. It is highly probable that ‘they were retained in some of the 
dilated hepatic ducts, and were washed into the cyst by the flow of biliary 
fluid which came on immediately after the formation of the fistula. I am 
inclined to believe that they had but little to do with preventing the flow 
of bile into the intestine; at least the patulency of the passages was not 
restored by their removal. 

The remarkable and profuse flow of muco-biliary fluid, coming through 
the sinus established, argues very strongly in favor of the operation which 
contemplates the formation of a fistula in the gall-bladder in distension 
thereof by confined secretions. Certainly I think no tube of the dimensions 
of the ductus communis choledochus could have given a free exit; at least 
the accompanying back pressure on the walls of the eyst would have greatly 
endangered, if not certainly destroyed, the adhesions in any recent wound 
thereof, even when protected by the continued suture. Most of the cases 
of reported cholecystotomy which I have been able to consult tell of the 
presence of a freer flow through the fistula, so that it is a condition to be 
expected, and it makes immediate closure of the bladder wound without 
drainage a dangerous proceeding to adopt, even if we can be positively 
sure of a clear common duct. 

In a recent letter from Mr. W. T. Meredith, of London, in reply to 
some inquiries about his case of cholecystotomy, Mr. M. says his case has 
been given in the later tables as a fatal one, but that he has not given as 
yet a complete report of it. A large amount of biliary matter was formed 
in the gall-bladder. It was tapped with the trocar, and then freely 
opened. Three large stones were found and removed, and as the common 
duct seemed entirely patulous, the opening in the bladder was carefully 
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closed, no drainage adopted, and the external wound closed. The opera- 
tion was done under the spray. The patient died inside of forty-eight 
hours with suppression of urine. On post-mortem examination the gall- 
bladder contained half a pint of bile, and considerable quantities (several 
ounces) were found in the folds of the mesentery; some bile had also 
gotten into the duodenum. The gall-bladder incision seemed entirely 
closed, none of the fluid coming out on squeezing the cyst. The kidneys 
were found diseased, and their condition evidently mainly led to the fatal 
issue. 

Still Mr. Meredith says: “‘ As regards the dispensing with all drainage, 
I am not disposed to repeat the procedure above described, although I do 
not see why it should not succeed in a favorable case, provided always 
that it is possible to ascertain with certainty that the ducts are left quite 
free. This, of course, constitutes the weak point in the matter ; and on 
the whole, therefore, I think the usual plan of drainage and suturing to 
the abdominal wall should be performed.” 

This is the only case of immediate closure that I have any account of in 
which the report is at all full. Iam disposed to go further than Mr. Mere- 
dith by expressing my conviction that the back pressure of accumulated 
secretions following a long period of occlusion must have an additional 
safety valve, and that the safety of the patient demands the establishment 
of a fistula when possible. 

Naturally follows the question of whether it is always possible to estab- 
lish a fistula in cases of gall-stone obstruction? Within a week of the 
time of doing the operation above reported, this question was practically 
answered by a post-mortem examination on the body of a lady who had 
suffered for some years with all the symptoms of gall-stones. The exami- 
nation revealed the gall-bladder shrivelled to the size of the thumb, and 
the common duct distended and containing six gall-stones of the size of 
the two now shown to you, which are of the six found in this case. In 
this case the bladder could not have been brought in contact with the ab- 
dominal walls, as the patient was not thin, and the intestines over-full and 
of large calibre. It is quite certain an operation in this case would have 
presented many difficulties. Here incision of the duct, removal of the 
stones, and immediate closure by means of the intestinal stitch would have 
been, perhaps, the only operation to do. In such a case, to me the best 
practice would seem to require the insertion of a drainage-tube to the site 
of the duct wound, and the bringing of it out of the abdominal opening, 
in order to provide for external exit, should any leakage occur. 

Nature’s methods of freeing the bladder and ducts from their foreign 
bodies are unique, interesting, and sometimes dangerous. Here, for in- 
stance, are shown to you several gall-stones which produced death by 
ulcerating their way into the stomach through the walls of the pylorus, 
and were found in the stomach post-mortem. The case was in charge of 


ParKEsS, Cholecystotomy. 


Dr. C. T. Fenn, of Chicago, Illinois. (Fig. 2.) Through the courtesy of 
Professor Hosmer A. Johnson, of Chicago, I am enabled to show this valu- 
able specimen. It displays a very large gall-stone in the lumen of the 
small intestine. It was removed post-mortem, and caused the patient’s 
death from obstraction of the bowel. The patient suffered from the 
ordinary symptoms of bowel obstruction, and died with all the signs thereof 
present. The autopsy not only gave this specimen, but showed as well 
the large opening made by ulceration between the gall-bladder and duode- 
num, through which it passed into the bowel. A full account of the 
paper, with valuable suggestions as to procedure in relieving the obstruc- 
tion had laparotomy been done, was published by Professor Johnson, in 
1875, in the Chicago Medical Examiner, July 1, 1875. 

This beautiful specimen of pure cholesterin (weighing 174.29 grs.) was 
removed from an abscess of the abdominal walls, near the anterior superior 
spine of the right ilium. The patient recovered entirely after a few months’ 


trouble with a fistula. (Fig. 3.) Finally, this specimen (Fig. 4) was 
removed by myself a month or so ago from the centre of a solid tumor 
occupying partly the abdominal wall, and dipping into the abdominal 
cavity in the region of the gall-bladder. The operation was exploratory 
in character to determine the nature of the tumor, and this stone, weighing 
42.46 grs., was accidentally hit upon. Microscopically, examination of 
sections of the tumor shows nothing but fibrous tissue. Was the tumor a 
result of the irritation incidental to the presence of this stone? It has 
begun to disappear. 

A reasonably sure diagnosis can be always made by means of exclusion. 
The chronic character of the symptoms, their prolonged existence without 
any especially noticeable changes in surrounding organs, with accompany- 
ing systemic manifestations, are characteristic. 
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The paroxysmal pain, coinciding, as it does, with periodic biliary secre- 
tion and flow, is almost pathognomonic. The presence of a determinable 
tumor adds to the certainty. To my way of thinking, exploratory punc- 
ture with the needle is neither safe nor desirable, nor necessary. 

The safety of the operation is plainly demonstrated by the tables of 
operations so far given. Ending September 3d, 1884, Drs. Keen and 
Musser tabulate thirty-five cases. There have been reported since then two 
cases by Mr. Tait, one by Mr. Savage, one by Mr. Taylor, and one by 
myself, bringing the total number of operations up to forty. 

In this list are found recorded ten deaths, but these statistics show no 
deaths in uncomplicated cases of cholecystotomy. The relief given seems 
so far to be almost immediate as well as permanent. I cannot bring 
myself to believe that cholecystectomy, either partial or complete, is either 
rational or safe surgical operation. 

Dr. J. McF. Gaston, of Atlanta, Ga., has published, in the Atlanta 
Medical and Surgical Journal for September and October, 1884, a most 
complete and commendable paper on the surgery of the gall-bladder, 
embracing also a very graphic résumé of the attending troubles requiring 
surgical interference in diseases of that organ. In this paper Dr. Gaston 
advocates the establishment of a fistula, between the bladder and the duo- 
denum, by fastening the walls of the two viscera together, and making an 
opening through the adherent surfaces at the time of the operation instead 
of making an external fistula, in this way providing a passage for the 
biliary secretions along their normal channel and securing all.its bene- 
fits to the general system. He has successfully performed the operation 
recommended upon dogs. 

Nature often takes the same course, and practically secures the same 
kind of a fistula as Dr. Gaston advises to be made in many attempts 
to get rid of these calculi. One objection to the adoption of such a pro- 
cedure rests on the fact that it enhances, perhaps greatly, the danger of an 
operation which has so far been proven to be comparatively safe and 
entirely reliable in giving relief. 

It would be presumptuous to advise the general practice of sounding the 
common duct through the external opening, from its results in this single 
trial ; still it is quite sure that such procedure can be safely carried out, and 
equally certain that its adoption in this case resulted in relief that did 
not follow the removal of the calculi alone. 
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ARTICLE VI. 


SincuLAR CAsE OF ABSENCE OF ADIPOSE MATTER IN THE UppER OF 
THE Bopy.' By S. Werr Mitcuett, M.D., of Philadelphia. 


WE see very often loss of fat in some local atrophies, but this defect always 
accompanies like changes in the muscular masses. The following case, 
however, seems to point to the possibility of the existence of separate cen- 
tres capable of restraining the deposits of adipose matter of normal amount, 
while yet the skin remains healthy as to texture and the muscles strong 
and of unaltered bulk. 

In the present most valuable example of disease the skin and muscles 
are as to nutrition in good order, but the fat of certain regions is almost 
completely absent in the upper half of the body ; at the same time there 
are in both arms places where there is some analgesia, a fact which points 
like a finger-post to the probability of the site of the defect of fat deposit 
as being in some portion of the posterior segment of the cord. 


B. C., xt. 12, school-girl. Family history good; two other children 
in family, both healthy. Patient was a bottle-fed baby; dentition was 
regular and normal; did not walk until over two years old; was quite 
fleshy at the time, and wore braces on account of weak ankles. Whooping- 
‘cough when three months old. 

With these exceptions the child was considered perfectly healthy until 
the winter of 1878; she then “‘ took cold,” and had a quite severe cough, 
with considerable expectoration ; this attack lasted two or three months, 
and left her weak and somewhat emaciated. During the next summer and 
winter the emaciation continued to increase, and this was particularly notice- 
able in her face, which alone at that time attracted her parents’ attention. 

In the autumn of 1879, it was noticed for the first time that the legs, 
buttocks, and abdomen did not share in the marked wasting of the face, 
arms, and trunk. 

About this time, and later on in the case, free perspiration, particularly 
of the trunk and neck, but also of the forehead, arms, and feet, was observed, 
both during the day and night ; this at times was so marked that treatment 
was instituted to arrest it, but without success. 

Since then tae child has grown in breadth and height, although the 
emaciation has continued unchanged. She has been well able to keep up 
with her school-fellows in their studies, and physically has been rather 
more active and vigorous than her playmates. 

Present Condition.—The child is four feet one-quarter inch in height ; she 
is uncommonly bright, and, with the exception of the emaciation, seems in 
perfect health ; her appetite, digestion, bowels, and sleep are normal ; teeth 
good ; no signs of rachitis. Upon stripping her it is seen that there is an 
almost total absence of fat in the upper part of her person; this is most 
notable in her face, which has a haggard appearance and looks like that of 
an old woman ; her arms are very thin; the chest is also emaciated ; the 
breasts exhibit, however, some signs of development, and offer a curious 
contrast to the bony frame on which they lie. The muscular masses 
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stand out in remarkable relief because of the lack of fat, and are, I think, 
fully developed. 

In marked contradistinction to this condition of the upper part of her 
person is the appearance of her abdomen, buttocks, and legs; these are 
plump, and present all the appearances of belonging to a very well-nour- 
ished child. In the thighs, the thickness of the skin and connective 
tissue as grasped between the thumb and finger seems to measure about 
half an inch; there is no pitting, although the tissues appear rather 
denser than usual. The color of the skin is everywhere good, and there 
is no mottling or change in temperature from. the normal. The hair is 
light in color, is devoid of much natural moisture, and there is a marked 
tendency to the collection of dandruff. No change in the nails was 
noticed. The grasp of both hands is good, even more powerful than usual 
for a child of her age; she is strong, and is able to suspend herself for some 
time by her hands with her arms flexed, and while in this position all 
the muscles of the upper extremities can be plainly mapped out. There 
is no fibrillary twitching or wasting of the smaller muscles of the hands. 

When told to rise from a supine position, she does so quickly, and 
without any effort or attempt to assist herself by placing her hands on her 
thighs ; there is no curvature of the spine or spinal tenderness, and she 
ean pick up an object from the floor in front of her quickly and with ease. 
The patellar knee-jerk is present on both sides, alike, and is normal. The 
abdominal reflexes are likewise good ; tapping over the pectorals causes 
the usual slight fibrillary twitch extending laterally from the point struck; 
there is no chin reflex. 

The pupils are normal in size, alike, and respond freely to light. The 
eyesight is good. 

Over the outer surfaces of the lower part of both forearms towards the 
ulnar side there appears to be slight analgesia, pin-pricks causing but little 
feeling of discomfort, and bleeding but slightly. Elsewhere sensation is 
normal. The power to localize a touch is good even over the region of 
partial analgesia. Sensation in the legs normal. There are no signs of 
unilateral or partial flushings of the body or extremities. 

Heart-sounds are normal, with the exception of slight accentuation of 
second sound at right base. Lungs and abdominal organs apparently per- 
fectly healthy. Reaction to Faradic current, normal. Reaction to gal- 
vanic current, normal. Urine, normal. Eyes, normal. 


ArTICLE VII. 


THe Pneumontia-Coccus OF FRIEDLANDER (Micrococcus Pasteuri, Stern- 
berg).'. By Grorce M. Srernserc, M.D., Surgeon U. S. Army. 


In this paper I desire to call attention to the so-called pneumonia-coccus 
of Friedlander, which I shall take the liberty of naming Micrococcus 
Pasteuri. My right to name the micrococcus discovered by Friedlander 
in the exudate of croupous-pneumonia must depend upon my ability to 
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make good the claim which I here state, viz.: that the pneumonia-coccus 
of this author is, in fact, identical specifically with a microeoccus previ- 
ously described by me, which is found in normal human saliva, and with 
that found by Pasteur in the blood of rabbits which had been injected 
with the saliva of a child who had died of hydrophobia in one of the Paris 
hospitals.” 

In attaching to this micrococcus the name of the illustrious French 
chemist I have no desire to perpetuate the memory of the mistake he made 
in supposing for a time that it was the germ of hydrophobia. Having 
found that this was a mistake, he did not fail to correct it; so no doubt 
Koch will do if he has made a mistake in announcing his ‘‘ comma- 
bacillus” as the much sought cholera-germ. It is easy to make mistakes 
in this field of investigation ; easier, perhaps, than to acknowledge them. 
And believing, as I do, in human fallibility, I have no hesitation in ques- 
tioning the conclusions of the most illustrious workers in the field of micro- 
biology, if they are in conflict with my own observations. On the other 
hand, if, upon fuller investigation, I am convinced that I have been mis- 
taken in regard to this or any other question, I shall feel no hesitation in 
following the example of Pasteur in making a public acknowledgment of 
my error. At all events the name will stand for the oval micrococcus 
which produces a fatal form of septicemia in rabbits, and which is con- 
stantly present in my buccal secretions. 

If I am right as to the specific identity of this micrococcus with the 
micrococcus discovered by Friedlander in the exudate of croupous-pneu- 
monia, it does not follow that Friedlander is wrong in assigning to this 
organism an etiological réle in connection with this disease. This is a 
question which I will not discuss at the present time, as I hope to make 
it the subject of experimental inquiry at as early a date as practicable. 

In giving a specific name to a micrococcus which I first observed nearly 
five years ago, and which I have repeatedly studied by means of oil im- 
mersion objectives—the one-eighteenth and one-twelfth inch hom. im. of 
Zeiss—by the most approved methods of staining and cultivation, and by 
numerous experiments upon animals, I can scarcely be accused of undue 
haste. And, inasmuch as this is the first microérganism which I have 
attempted to name among the multitude which I have encountered in the 
course of my bacteriological studies, I may be acquitted of any special 
proclivity for conferring names upon supposed ‘new species,” as is the 
fashion among amateur naturalists. 

I have heretofore spoken of this particular micrococcus as “the micro- 
coccus of septicemia in the rabbit ;” but, as there is more than one form 
of infectious septicemia in the rabbit known to us by laboratory experi- 
ments, each due to a different microérganism, this term is evidently 
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inexact. Moreover, it would indicate that this particular micrococcus 
finds its usual habitat in the blood of rabbits affected with the form 
of septicemia to which it gives rise. This is by no means true, for the 
organism in question is widely distributed, and it is only by inoculation 
experiments that the fact has been developed that it is a pathogenic 
species, as far as rabbits are concerned. I made this discovery in the sum- 
mer of 1880, quite accidentally, having injected a little of my own saliva 
under the skin of a rabbit, as a comparative experiment, to ascertain 
whether a fluid supposed to be innocuous would give rise to any febrile 
disturbance. The promptly fatal result, and the presence of a multitude 
of oval organisms in the blood, at once aroused my attention, and, as is 
well known, I have since made numerous additional experiments, at diffe- 
rent times and places, and always’ with the same result : The animals die 
in from 24 to 48 hours; they present the same pathological appearances ; 
their blood is infectious in the smallest quantity, and it contains vast num- 
bers of the oval micrococcus which I now name Micrococcus Pasteurt. 

Upon making sections of the tissues of a rabbit dead from this form of 
septicemia, the oval micrococci are found in great numbers in the capil- 
laries of the various organs, as I am prepared to show. Repeatedly I have 
produced this infectious disease in rabbits by injecting beneath their skin 
pure cultures of the micrococcus in question. 

All this is a matter of record, and the experimental proof is as definite 
as is that offered by Koch in regard to the fatal form of septicemia in mice 
which he has so well studied, or in the better known infectious disease, 
anthrax. Yet, in spite of my detailed record of experiments made, of my 
frequent repetition of these experiments, and of my photographs from 
nature which illustrate my first paper, published in 1881, and the article 
upon septicemia in rabbits in my book,’ which was published more than 
a year ago, I find in Klein’s recent work® the following reference to my 
experiments :— 

‘*That saliva of the healthy dog, and of man inoculated subcutaneously into 
rabbits sometimes produces death in these animals [Senator] had entirely escaped 
his [Pasteur’s] notice. Sternberg has proved this in an extensive series of 
experiments. His own saliva proved sometimes fatal to rabbits. They die of 
what is called septicemia, and Sternberg thinks it due to the micrococci; but 
this is not to be considered as proved.” 

I claim that the fact is proved, and that the experimental evidence of 
this has been upon record for nearly four years, and I am prepared to 
repeat the experiments, and to demonstrate that such is the case. I look 
upon the fact that an infectious disease of a lower animal may be induced 


1 In a few instances only, out of a large number of experiments, have rabbits sur- 
vived the injection subcutaneously of a few minims of my saliva. 

2 Bacteria. Wm. Wood & Co., New York, 1884, 

§ Micro-organisms and Disease, 1885. 
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by inoculation with a microorganism which is habitually found as a harm- 
less parasite in the mouth of man, as something more than a curious 
circumstance to be recorded and forgotten, and as having an important 
bearing upon vital questions relating to the genesis of ‘‘ disease germs,” 
questions which are now largely occupying the attention of leading patho- 
logists in all parts of the world. But in the discussion of these questions 
I must insist that experimental evidence obtained on this side of the 
Atlantic is entitled to just as much consideration, as that which comes to 
us from across the water. And, unless the tru'h of my detailed account of 
experiments made is impeached, I can only account for such a verdict as 
that which Klein has recorded in the sentence above quoted, upon the 
supposition that he has not read the evidence presented, or that he is con- 
trolled by a geographical bias, unworthy a true student of science, in 
estimating its value. 

In the blood of rabbits recently dead, and in fresh cultures, Micrococ- 
cus Pasteurt presents the appearance shown in Figs. 1, 2, and 5. The 


Fig. 1. Fig. 2. 


Fig. 1.—Micrococeus Pasteuri from blood of rabbit inoculated subcutaneously with normal 
human saliva (Dr. §8.). Stained by the method recommended by Friedlander. Magnified 1000 
diameters, 

Fig. 2.—Micrococcus Pasteuri from blood of rabbit inoculated subcutaneously with fresh 
pneumonic sputum from a patient in the seventh day of the disease, Same staining and ampli- 
fication as Fig. 1. 


oval elements vary considerably in their dimensions, and especially in 
length, and are seen solitary, in pairs, or in chains of three or four. When 
undergoing rapid multiplication they are commonly in pairs, but in surface 
cultures long chains are often formed as seen inFig.3. In these the indi- 
vidual cocci approach more nearly to a spherical form than in the pairs 
encountered in the blood of a rabbit just dead, where they are often so 
much elongated as to appear rod-shaped. My observations indicate that 
these rod-like forms are upon the point of division into two pairs of oval 


% 
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Fig. 3. “Fig. 4. 


Fig. 3.—Surface culture of M. Pasteuri, showing development of long chains. Same staining 
and amplification. 

Fig. 4.—Surface culture of M. Pasteuri from blood of rabbit injected with pneumonic sputum, 
showing the so-called ‘* capsule” of Friedlander. Same staining and amplification. 


elements, and, indeed, upon close inspection with high powers the com- 
mencement of transverse division may be recognized in each element of 
the pair. Morphologically, these pairs of oval or rod-like elements closely 
resemble the ordinary bacteria of putrefaction—B. termo, and might easily 
be mistaken for this organism. The supposition that they are identical 
is easily disposed of. Our micrococcus is, under all circumstances, motion- 
less, while bacterium termo is an actively motile organism. Micrococcus 
Pasteuri is difficult to cultivate, being exceedingly sensitive as regards 
the composition and reaction of the culture medium. It does not give 
rise to any putrefactive odor in fluids in which it is present in the greatest 
abundance. In liquid cultures it only causes a slight opalescence of the 
culture medium, and its presence upon the surface of Koch’s “ flesh-pep- 
tone-gelatine” can only be detected by close observation. It does not 
liquefy the gelatine, and does not grow readily on the agar-agar gelatine. 
In blood serum and in liquid culture media, it is seen with difficulty under 
the microscope, owing to the fact that its refractive index does not differ 
greatly from that of the fluid containing it. On the other hand, B. termo 
thrives in any medium containing gelatine, or albumen, and causes this to 
undergo putrefactive decomposition. 

The pneumonia coccus of Friedlander is also described as oval in form, 
or as being found in pairs and in short chains. According to Talamon, 
‘it has the form of a grain of wheat, of from 1 to 4 » in length, and one- 
half to 1 win diameter. It is isolated, more frequently in pairs, and 
sometimes in chains of four.” This corresponds with the description I 
have given of M. Pasteurt. During the past winter I have made the 
acquaintance of this micrococcus as it appears in pneumonic sputum, and 


ae” 


1885.] STERNBERG, The Pneumonia-coccus of Friedlander. 111 


I find that morphologically it does not differ from my Micrococcus 
Pasteuri. 

But how about the “capsule” which Friedlander has described as the 
distinguishing character of the pneumonia-coccus? Dr. Friedlander’s 
first communication was made to the Medical Society of Berlin, on the 
19th November, 1883, and this capsule was described as something quite 
new, and as characteristic of the pneumonia-coccus. In the spring of 1881 
I made the accompanying photo-micrograph (see Fig. 6), in which oval 


Fig. 5. 


Fig. 5.—* Pneumonia coccus” (M. Pastewri) ‘in the pericardial exudate of a rabbit dead with 
fibrinous pneumonia, double pleurisy, and pericarditis from an inoculation with the cultivated 
microbe.” (After Talamon, taken from Prof. Germain Sée’s recent work—Des Maladies Speci- 
fques du Poumon—in which it is Fig. 2 of Plate 1.) Amplification not stated. 

Fig. 6.—From a photo-micrograph made by the author of this paper in 1881, and used in April 
of that year to illustrate a paper on “A fatal form of septicemia in the rabbit induced by the 
subcutaneous injection of human saliva.’”” The preparation is from the blood of a rabbit recently 
dead, and is stained with an aqueous solution of iodine and potassic iodide. Magnified 1000 
diameters. Photographed with Zeiss’s one-eighteenth inch hom. oil im. objective. 


micrococci in pairs and chains of three or four elements are surrounded by 
a capsule exactly resembling that described by Friedlander in his com- 
munication made two years later. This photo-micrograph was reproduced 
by the heliotype process, and appears as one of the illustrations which ac- 
company my paper on “a fatal form of septicemia in the rabbit,” published 
in vol. ii., No. 2, of Studies from the Bibliographical Laboratory of Johns 
Hopkins University. This journal, however, is not likely to come under 
the eye of medical men, and it is not surprising that the paper referred 
to had escaped the attention of Friedlander. The same paper was pub- 
lished in the Bulletin of the National Board of Heulth, of April 80, 1881, 
but without the heliotype illustration. The micrococci with “ capsules” 
are also shown in Fig. 8, of Plate VI., in my book on “ Bacteria,” pub- 
lished in 1884, 

Unfortunately a mistake has been made in the descriptive text facing 
this plate in my book, where the statement is made that the micrococci 


Fig. 6. 
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in this figure were stained with methyl-violet. This mistake was due to 
a fault of my memory, and to a failure to refer to my original paper pub- 
lished more than two years before, where the statement is clearly made 
that “in these photographs the staining was effected with iodine solution.” 
(p- 196.) 

Another mistake occurs in the same page of descriptive text, which I 
take this opportunity to correct. The reference to Fig. 3, in the eighteenth 
line, should have been to Fig. 4, and the text should read, “ believed to be 
identical with those shown in Fig. 4, and with micrococcus uree”—refer- 
ring to a micrococcus which is especially distinct from our M. Pasteuri. 

There can be no question as to the morphological identity of the micro- 
coccus represented in this photo-micrograph with that described by Fried- 
lander, and the capsule was brought out in the specimen from which this 
photo-micrograph was made by the use of the same staining solution which 
Friedlander recommends for its demonstration, viz., a weak aqueous solu- 
tion of iodine dissolved by the aid of potassic iodide. In my paper referred 
to I say, ‘In these photographs the staining was effected with iodine 
solution,” and a little further on I give the formula as follows “ (iodine 
grains iii, potassic iodide grs. v, distilled water grains 200).” In the 
same paper I give the following account of this envelope of mucous mate- 
" rial which Friedlander describes as a capsule. 

‘¢The most striking morphological difference between the micrococcus, as shown 
in Figures 2, 3, and 4, and in Figure 1, is the aureole which surrounds the well- 


defined dark central portine in the latter figure. 
‘* Pasteur says of this ap nce: ‘ This organism is sometimes so small that it 


— escape a superficial observation. . . . It is an extremely short rod, a 


little compressed towards the middle, resembling a figure 8. . . . Each of 
these little particles is surrounded at a certain focus with a sort of aureole 
which corresponds perhaps to a material substance.’ 

‘¢ Pasteur’s inference that this aureole represents a material substance, and is not 
simply the result cf diffraction, is fully sustained by my observations and my 
photographs. The slighter aureole seen in Figures 2 and 8 is probably a result of 
diffraction ; but the use of aniline violet as a staining fluid promptly demon- 
strates that in Figure 1 we have to do with a material substance. The refrac- 
tive index of this substance must be very nearly that of blood-serum, for it is 
with great difficulty that this aureole can be distinguished without the aid of 
staining material. It may be seen by the practis2:! eye with a good immersion 
lens, but, as already mentioned, even the darker central portion, which alone is 
seen at first, may easily escape observation, and a false impression is obtained as 
re; s the real size of the organism. When, however, a small drop of blood, 
dried upon a thin glass cover, is immersed for a minute or two in a solution of 
aniline violet, and then washed and examined with, even, a good one-fifth inch 
objective, the observer will be astonished to find a multitude of organisms, soli- 
tary, in pairs, and in chains, having a diameter of more than 1 yw, and mostly 
possessing an oval or elongated form, which might lead to the inference that they 
should be referred to the genus Bacterium Duj., rather than to Micrococcus 
Cohn. 

‘* The reason of this apparent change in dimensions as the result of staining is 
that the substance which constitutes the almost invisible aureole is deeply stained 
by the aniline, and the central portion, which was before seen because of its highl 
refractive index, is now lost to view in the uniform and deep violet color whic 


the whole organism possesses.*’ 
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Friedlander says with regard to his so-called capsule that several micro- 
chemical tests justify the conclusion that it consists of mucine, or of a 
substance resembling mucine. His account shows that it is not constantly 
present, and varies greatly as to the extent of itsdevelopment. In this his 
pneumonia-coccus also corresponds with my Micrococcus Pasteuri. The 
development of this external envelop of mucine to the extent shown in my 
photo-micrograph is altogether exceptional. I have not yet ascertained 
the exact conditions which control the development of this envelope, but 
believe it to be most marked in a rich culture-medium, and as a result 
of an exceptionally vigorous and rapid development of the micrococcus. 

Friedlander says: ‘‘ The formation of capsules appears to be an attri- 
bute of the pneumonia cocci at the highest point of their development.’ 

Prof. Germain Sée, in his recent work,’ after giving an account of 
Friedlander’s method of staining, says :-— 

‘‘ Friedlander attaches such an importance to the capsule of the micrococcus 
that he declares that it is never wanting in acute fibrous pneumonia, and that in 
all the other forms of pneumonia studied by him he has only found cocci without 
capsules. Nevertheless we must hasten to say, this capsule has no value whatever. 
Talamon does not refer to it. According to him it does not belong to the coccus ; 
it is the result of the mode of preparation and staining of the exudate. It is met 
with in various microbes found in bronchial mucus treated by the method of 
Friedlander. This is also the opinion of Professor Cornil. He says: ‘We be- 
lieve, M. Afanassiew and myself, that the appearance is due simply to a retrac- 
tion of the liquid around the micro-organism, and that the capsules are produced 
artificially.’ On the other hand, Fraenkel, at the Medical Congress in Berlin of 
1884, declares that the formation of the capsule is not a constant phenomenon ; 
that this capsule is formed in other schizomycetes ; finally that it is not possible 
to consider the capsules as characteristic of the micrococcus of pneumonia. 
Friedlander himself, at the same Congress, replying to Fraenkel, has given the last 
blow to this famous capsule, in admitting that that which characterizes the micro- 
coccus of pneumonia is neither the capsules, nor its cultures in nail-form, but the 
sum of the morbid phenomena which it determines. There should then be no 
further question of micrococci with capsules. It is the form of the microphyte 
which ought to be taken as characteristic, joined to its pathologic effects as 
shown by inoculation.”” (Op. cit., p. 98.) 

A second distinguishing character assigned by Friedlander to his pneu- 
monia-coceus was its peculiar nail-like mode of growth in gelatine cultures. 
Klein has made the curious mistake of speaking of the coccus itself as 
nail-shaped. In his recent work,* he says (p. 329): ‘* They are oval, of 
a peculiar nail-like shape, about 0.001 mm. long,” ete. ; and again on the 
following page: ‘‘ The micrococci were of the peculiar nail-like shape, and 
were characterized by a mucinous capsule.” 

Prof. Sée, in the work above referred to, shows that the nail-like 
growth in gelatine cultures is after all not a character of any great value, 
and that the body of the nail is formed by the growth of the organism 


1 From a review by Warwick in Centralbl. f. k]. med. Wissensch., Berl. 1884, No. 7, 
p. 107, 
? Des Maladies spécifiques du Poumon, Paris, 1885. 
% Micro-organisms and Disease, London, 1885. 
No. CLXXIX.—Jouxy, 1885. 8 


114 STERNBERG, The Pneumonia-coccus of Friedlander. [July 


along the track of the inoculating needle, and the head by a little knob 
upon the surface of the gelatine at the point of entrance. Professor Sée 
says 

‘* According to Friedlander the cultures have a peculiar aspect: upon the 
surface of the gelatine a little elevation is formed from which a whitish sub- 
stance extends downwards into the nutrient gelatine. This is what the German 
author speaks of as a nail-shaped culture. The coccus develops at the tem- 

erature of the chamber and does not liquefy the gelatine. Here again Fried- 
ander has been mistaken, in describing this aspect of the culture as a peculiarity 
of the pneumonia microbe. The nail form does not depend upon the organism, 
but upon the manner in which one introduces it into the gelatine-peptone, by 
means of a platinum wire.’’ (Op. cit., p. 90.) 

At the same time that Friedlander was pursuing his researches with 
reference to the etiology of pneumonia in Berlin, Talamon was engaged 
in similar studies in the laboratory of the Hétel-Dieu in Paris. His first 
communication was made to the Anatomical Society, November 30, 1883, 
a few days after Friedlander’s communication to the Medical Society of 
Berlin. This author has nothing to say about-a capsule. The morpho- 
logy of the organism found by him in the pneumonic exudation, drawn 
from the lung during life by means of a hypodermic syringe, or obtained 
post-mortem, corresponds with that of my Micrococcus Pasteuri, as will 
be seen upon referring to Figure 5, which is copied accurately from an 
illustration in the recent work of Professor Germain Sée, already referred 
to. Talamon experimented upon twenty rabbits, two guinea-pigs, four 
dogs. Injections of liquid cultures directly into the pulmonary tissue 
of the guinea-pigs and dogs gave a negative result. Of twenty rabbits 
inoculated in the same manner with the exudate from cases of pneu- 
monia, or with liquid cultures, four recovered after showing symptoms of 
being sick for five or six days; the others died. Of those which suc- 
cumbed, two presented no alterations of the lungs, which were scarcely con- 
gested, but a “ fibrino-serous pleurisy” and fibrinous pericarditis were 
found. In eight rabbits there was fibrinous pneumonia, sometimes involv- 
ing an entire lung, sometimes only the inferior lobe. In these cases also 
there were pleurisy and pericarditis with fibrinous and serous exudation. 
The blood of the rabbit contained the oval micrococcus in abundance. I 
call attention here to the fact reported in my first paper on “a fatal form 
of septicemia in the rabbit,” viz.: that the guinea-pig is less susceptible 
than the rabbit, and that the dog shows no susceptibility. Nevertheless 
two out of three of my guinea-pigs succumbed, one in three and one in 
seven days, while Talamon’s guinea-pigs did not die. Moreover, Talamon 
injected six rabbits subcutaneously, and these all withstood the injection, 
and showed no special indications of ill-health. If then the organism 
injected was the same as that which I have found to kill rabbits almost 
without fail, within forty-eight hours, we must admit at least that it has 
not the same pathogenic potency. My own observations lead me to 
believe that this micrococcns when obtained from the same source differs 
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in pathegenic powers at different times, and that while probably present 
in the saliva of healthy persons generally, it has not in all cases the same 
degree of pathogenic power. Thus, in my original experiments, I re- 
port as follows :— 

‘The saliva of four students, residents of Baltimore {in March), gave nega- 
tive results; eleven rabbits injected with the saliva of six individuals in Phila- 
delphia (in January) gave eight deaths and three negative results; but in the 
fatal cases, a less eso of virulence was shown in six cases by a more prolonged 
period between the date of injection and the date of death. This was t days 
in one, four days in four, and seven days in one.’’ 

I also mention the fact that the buccal secretions of two Cuban gentle- 
men, medical students in Philadelphia, proved to be quite as virulent 
when injected beneath the skin of rabbits as my own. This, taken in 
connection with the circumstance that I have spent much time in the 
South, led me to think that possibly this unusual degree of pathogenic 
power might be due to the fact that the variety of the micrococcus to 
which it is due, and which is constantly in cultivation in my mouth, 
came from a southern latitude. This supposition receives.some support 
from the experiments of Claxton’ made in this city, at the University of 
Pennsylvania, in 1882. The results reported were in general in con- 
formity with those previously reported by myself, but they showed that 
the saliva of all persons does not exhibit the same pathogenic potency as 
manifested by its effects upon rabbits, for of eighteen rabbits injected 
with the saliva of seven individuals four recovered, five died in less than - 
five days, four in five to ten days, and four in ten to fifteen days. Clax- 
ton remarks: “I also have observed the same remarkable virulence in the 
residents of tropical countries, as Cuba and Brazil, as also in the case of 
negroes, the saliva of which latter race exhibits it to an extreme degree.” 

The difference in pathogenic power shown by this oval micrococcus as 
found in the buecal secretions of healthy individuals corresponds with a 
difference in the results obtained by three different experimenters who 
have injected pneumonie sputum into rabbits, in different latitudes. Thus 
Friedlander reports a negative result from nine injections made through 
the thoracic walls, while Talamon had sixteen fatal cases out of twenty 
injected, and Salvioli,? whose experiments were made in Italy, reports a 
uniformly fatal result, within forty-eight hours, from similar injections 
made into four rabbits. The greater. pathogenic power of the material 
injected by Salvioli is shown by the fact that his rabbits all died within 
forty-eight hours, and also by a uniformly fatal result from injections into 
guinea-pigs (9). The pathological appearances resulting from the injec- 
tions practised in these two species of animals were identical, and corres- 
pond with those which I had previously obtained from the injection of 


‘ Philadelphia Medical Times, June 17, 1882. 
? G. Salvioli. Natura infettiva della pulmonite crupale. Arch. per le scienze 
Mediche, vol. viii. pp. 127-148 (1884). 
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normal human saliva. All of the authors mentioned refer to tumefaction of 
the spleen, as a constant result. Both Talamon and Salvioli refer to the 
abundant presence of the oval micrococcus in the blood, and effused serum 
in the pleural cavity, of animals which have succumbed to the injeetions 
made. The paper of Salvioli is illustrated by some very well-drawn 
figures, which illustrated the morphology of 

Fig. 7. the organism found by him in the pneumonic 

exudate and in the blood of animals into 

which this has been injeeted. Fig. 7 is 

copied accurately from this author’s Fig. 2, 

and shows that his pneumonia coecus is 

identical morphologically with my Micro- 

coccus Pasteuri. The results obtained by 

the author last mentioned, like those of 

Talamon and of Friedlander, are supposed 

Copied from illustration accompa. YY their author to establish the fact that 
nying the paper of Dr. G. Salvioliin ¢roupous pneumonia is an infectious disease. 


the Archivo per le Scienze Mediche, 
Torin, vol. vill. Tar. vili. Fig. 2 Without denying this fact, we submit that 


“Cells of the pleuritic exudation these results are in conformity with the 


containing pneumonia cocci, mounted 
elaim made in the present paper as to the 


gentian violet. specific identity of the oval micrococcus 

found constantly in the pneumonic exudate 
with the micrococcus found in normal human saliva which produces an 
infectious form of septicemia in rabbits. In support of my claim as to 
the physiological identity of the oval micrococci from these two sources 
I offer the following literal translation of the experiments of Salvioli upon 
rabbits :-— 


‘** Jan. 17, 8 P. M.—Rabbit weighing 1970 grammes; very thin when pur- 
chased. Injected into right thoracie cavity, 1.5 c. c. of the usual exudation. 
The rabbit died at 10 A. M. onthe 19th. At the post-mortem examination made 
immediately after death we noted: collection of turbid serum in the right pleural 
cavity which coagulated after being drawn. Fibrinous pseudo-membrane upon 
the surface of the lung, especially the inferior lobe. Lung, especially the inferior 
lobe, enlarged and congested, contains little air. Upon section a little serum 
escapes from the surface. Spleen congested. Characteristic pneumonia cocci in 
the pleuritic exudation; not in spleen. Upon microscopical examination of an 
indurated piece of lung, micrococci were found in the costal and visceral pleure, 
and in the pulmonary tissue, presumably between the lymphatics; and in the 

Imonary alveoli. Near the pleura a slight collection of fibrinous exudation.”’ 

‘* Jan. 20, 3 P. M.—Rabbit weighing 2080 grammes, of Sardinian race, of 
exceptional resistance, and therefore adapted for the experiment. Injected into 
right thoracic cavity 1 c. c. of the exudate from the dog’’—killed at a previous 
experiment. 

** At noon on the 21st the rabbit was found dead. At the autopsy a turbid 
liquid, rich in pneumonia cocci, was found in the right pleural cavity ; infiltration 
of the mediastinal cellular tissue by a turbid serum rich in cocci, fibrinous pseado- 
membrane upon the right pleura. Spleen enlarged, and with cocci; in its pulp. 
At the examination of a hardened specimen cocci were found in the pleura, 
visceral as well as parietal, and also in the pulmonary tissue in the vicinity of the 
pleura. In this, also, was found a little of the fibrinous exudation in the alveoli.” 
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‘¢On the 28th I received another specimen of exudate from the medical clinic, 
which had been extracted! from a patient with fibrinous pamegraemanin. in 
the twelfth day of sickness. The slightly turbid liquid had an alkaline reaction 
and pale yellow color. When allowed to stand a sediment was deposited corres- 
ponding to one-eighth of the liquid column. A microscopic examination of the 
sediment showed the presence of leucocytes, red globules, a quantity of granular 
material, and some very rare pneumonia cocci, but slightly stained, notwithstand- 
ing a repetition of the preparation ; instead I observed some smaller granules 
which did not take the color, which resisted drying, and which I have called 
spores. This exudate I injected into two oo igs, two rabbits, and two dogs. 

nly the rabbits gave me a favorable result. 
did not present the slightest disturbance.’’ 

“‘Jan. 28, 1 P, M.—Rabbit weighing 1920 grammes, injected into right thoracic 
eavity 1 ¢. ¢. of the above serum after mixing up the sediment. The rabbit was 
found dead on the morning of the 29th, and at the autopsy there was an abundant, 
turbid, sero-fibrinous, exudation in the right pleural cavity, fibrinous pseudo- 
membrane upon the pleura. The cellular tissue of the mediastinum was infiltra- 
ted with turbid serum, parenchyma of right lung partly deprived of air by com- 
pression, with this exception normal, [free translation for ‘del resto nulla di 
particolare.’] Spleen enlarged ; pneumonia cocci in the pleuritic exudation and 
in the splenic pulp. At the microscopic examination of a hardened piece the 
pneumonia cocci were found in the pleura, in the pulmonary tissue also, at a dis- 
tance from the pleura.* In some alveoli, in the vicinity of pleura, was found a 
fibrinous exudation. 

“Jan. 28, 2 P. M.—Rabbit weighing 1890 grammes; injected into right tho- 
racic cavity 1c. ¢. of limpid serum. On the morning of the 31st the rabbit died, 
and at the autopsy were found turbid exudation in right pleural cavity, fibrinous 
pseudo-membrane upon the pleura, right lung enlarged, resistant, non-crepitant; 
the inferior lobe presented the aspect of red hepatization, pronounced tumefaction 
of the spleen. The characteristic pneumonia cocci were found in the exudate, 
in the pulmonary juice, and in the splenic pulp.’’4 ; 


I shall now record some recent experiments made by myself. 


November 29, 1884.—Inoculated rabbit subcutaneously with pneumonic 
sputum brought to me by a medical gentleman in Baltimore, from a patient, 
aged 60, in the sixth day of the disease. The doctor had carried this 
sputum in his pocket for twenty-four hours before handing it to me. 
Result negative. 

January 2, 1885.—Inoculated two rabbits subcutaneously with pneu- 
monic sputum, collected with great care by my friend, Dr. Rohé, and 
brought to me at once—from a white male patient, aged 19, in the seventh 
day of illness, second day of bloody expectoration. Both rabbits were 
found dead on the morning of January 4. In both the pathological ap- 
pearances were identical with those constantly observed by me in rabbits 
killed by the subcutaneous injection of my own saliva, viz., extensive inflam- 
matory edema extending from point of injection, enlarged spleen, and 
presence of oval micrococci in blood and in effused serum in the subcu- 
taneous connective tissue. Fig. 2 is drawn from a slide mounted at the 
time, and represents this micrococcus as seen in the blood.® 


1 IT understand that the liquid was extracted from the pleural cavity by an aspirating 
syringe, although this is not distinctly stated.—G. M. 8. 

2 Italics by translator. 

8 They had invaded the blood and were distributed through the capillaries generally. 
—G. 

* Op. cit., p. 138. 

5 This and the other figures illustrating the present paper are from camera lucida 
drawings made by my laboratory assistant, Dr. A. C. Abbott, of Baltimore. 


£ The other animals survived and - 
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Remarks.—It may be asked whether possibly my Micrococcus Pasteuri 
may not have been present, accidentally, in the pneumonic sputum, as a 
result of the fact that the exudate into the alveoli of the lungs must come 
in contact with the buccal secretion of the patient when it is expectorated. 
In reply to this supposition I would say that I have a slide, which I shall 
be happy to submit for the inspection of the microscopical experts, 
which shows the capsule of Friedlander in a most beautiful and unmis- 
takable manner. This slide is from a surface culture whieh was started 
from the blood of one of these rabbits inoculated with pneumonic sputum. 
(See Fig. 4.) I cannot, then, doubt that this is in truth the micrococcus 
described by Friedlander, and, as in the blood of the rabbits, it was iden- 
tical morphologically with my Micrococcus Pasteuri (compare Figs. 1 
and 2), and shows identical physiological characters when injected be- 
neath the skin of these animals, I feel justified in assuming the specific 
identity of the micrococci from the two sources. 


March 14.—Four rabbits were injected subcutaneously with a small 
quantity (about 1c. c.) of my own saliva. Two of these rabbits were 
found dead on the morning of March 16, and the other two died during 
the morning. ll presented the usual pathological appearances so often 
described, viz., enlarged spleen, extensive subcutaneous cedema, slight 
hemorrhagic extravasations, etc. The blood of all of these rabbits con- 
tained the oval micrococcus in abundance. (Fig. 2 is drawn from a pre- 
paration mounted at the time.) Cultures were started from this blood, 
and served for the following experiment. 

March 31.—1 injected into the thoracic cavity of two rabbits, by 
means of a hypodermic syringe, a small quantity of a culture of M/. Pas- 
teurt, in, Koch’s flesh-peptone gelatine. Both rabbits were found dead 
the following morning. In both the pleural cavity contained turbid serum, 
and there was a fibrinous deposit upon the surface of the lung on the side 
(right) into which the injection was made. The margin of the lung in 
one appeared congested, but there was no inflammation of the lungs, which 
floated in water. 


Remarks.—Death occurred in these cases more promptly than when I 
have injected the same material subcutaneously. This is not surprising, 
for it seems probable that the blood would be invaded by the parasite more 
promptly when it it is thrown into the pleural cavity than when injected 
subcutaneously. As a matter of fact, in injecting saliva, or culture fluids 
subcutaneously I have observed that the animal commonly presents no 
indications of being ill during the first twenty-four hours, and that during 
this time the inflammatory cedema at the point of puncture has made but 
little progress, as shown by the slight extent of local tumefaction. The 
pleurisy and fibrinous exudation upon the surface of the lung in these 
rabbits correspond with what the authors above referred to have reported 
as a result of the injection in the same way of pneumonic exudate. It 
may be that if death had not occurred at so early a period, the lungs 
would have become involved, and that these cases could have been placed 
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beside those reported by Talamon, in which unmistakable pneumonia is 
said to have been produced by the injection into the thoracic cavity of 
rabbits, of pneumonic exudate, or of culture fluids. The superior patho- 
genic potency of the micrococcus in my experiment above reported is shown 
by the brief period between the time of injection and the date of death. 
But, although this period was less than twenty-four hours, the blood of 
these rabbits, as well as the effused serum in the pleural cavity, contained 
the oval micrococcus in vast numbers. 

I have been led to suspect, from the fact that while fibrinous pleurisy 
is a constant result in the experiments reported by Talamon and by Sal- 
violi, fibrinous exudation in the lung tissue is only occasionally found, 
that perhaps the development of pneumonia depends upon the penetration 
of the lung by the point of the syringe and the injection of the infectious 
material directly into the lung substance. I can easily understand how 
this result might occur, if the local effect of the presence of the micro- 
coccus in the lung is the same as when it is introduced into the subcuta- 
neous connective tissue, that is the infiltration of the tissue with an 
inflammatory exudate, which gives rise to the appearance which I have 
generally spoken of as an inflammatory cedema. 


April 7th, 4 P. M.—Injected through the walls of the thorax, on the 
right side, by means of a hypodermic syringe, a small quantity of pneu- 


monic sputum, from a case in the practice of Dr. Mitchell. The sputum 
was collected with due care by my laboratory assistant Dr. A. C. Abbott. 
Both rabbits were found dead the following morning. There was con- 
siderable turbid serum in the right pleural cavity, and a fibrinous deposit 
upon the surface of the lung of the same side. The lung floated in water 
and gave no evidence of being inflamed, but was stained of a reddish 
color. The spleens of these rabbits were but slightly enlarged. 


Remarks.—I have frequently noticed that in cases so quickly fatal, 
tumefaction of the spleen is not so marked as in cases of longer duration. 
The blood of one of these rabbits contained the oval micrococcus in great 
abundance ; blood drawn from the femoral vein of the other contained a 
small number of the same organism, in pairs and chains of three or four. 
The turbid serum from the pleural cavity contained the microbe in great 
numbers. 

Since the above was written the following experiment has been made :— 


On the afternoon of April 9th Dr. Councilman, Assistant in Pathology 
in Johns Hopkins University, and Pathologist at Bay View Hospital, 
handed mea portion of hepatized lung from a case of pneumonia at Bay View, 
in which the post-mortem examination was made within six hours after 
death. The exudate, scraped from a freshly-cut surface of the lung tissue, 
was spread upon thin glass covers, and stained by the method recommended 
by Friedlander for the demonstration of his so-called pneumonia-coccus. 
Micrococci of oval form in pairs and in chains of three or four elements 
were found in abundance, but they were not surrounded by a capsule. 
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April 9th, 4 P. M.—A little of the exudate, scraped from a freshly cut 
section of the hepatized lung above referred to, was mixed with distilled 
water and injected into.the right thoracic cavity of a small rabbit, by 
means of a hypodermic syringe. At the same time a little of my own 
saliva was injected into another small rabbit, of the same litter, in the 
same manner. Rabbit No. 1, injected with pneumonic exudate, was 
found dead on the morning of April 12. Upon opening the cavity of the 
thorax the lungs were found to present a normal appearance, except that 
the inferior lobe of right lung had a blood-red color, apparently due to a 
hemorrhagic infarct; both lungs floated in water. The right pleural 
cavity contained turbid serum, in which, as well as in the blood, the 
presence of numerous oval micrococci was demonstrated by microscopical 
examination. Several specimens were stained by the method recom- 
mended by Friedlander, but no distinct appearance of a capsule was made 
out. The spleen was considerably enlarged. 

On the morning of April 13, rabbit No. 2 was found dead. There was 
but slight evidence of pleurisy, but the right lung was indurated, of a 
gray color, and sank in water. 

Remarks.—The spleen of this rabbit was not enlarged, and its blood 
did not contain the septic micrococcus. The development of pneumonia 
in this case was doubtless due to the fact that the point of the syringe had 
penetrated the lung, and the injection had been made directly into the 
lung tissue. Such a result must depend to a great extent upon accident, 
and in making injections through the thoracic walls it is impossible to 
say in advance of the post-mortem examination whether the fluid has 
been injected into the pleural cavity or into the lung substance. 

A microscopical examination of the lung after it had been hardened in 
alcohol showed that there was a necrotic focus of some extent surrounded 
by an extended area of indurated lung tissue, which presented the appear- 
ance of catarrhal rather than of croupous pneumonia. There was also 
interstitial nemorrhage in the vicinity of the necrotic centre, and there 
can be little doubt that this marked the point to which the syringe had 
penetrated when the injection was made. The oval micrococcus was not 
found in the inflamed lung tissue, and I am not able to ascribe to it any 
special import in the development of the inflammation in this particular 
case. 

I must now refer to Friedlander’s experiments upon mice, guinea-pigs, 
and dogs, and shall quote from the recent work of Prof. Sée already 
referred to 

‘* All of the mice succumbed in from eighteen to twenty-eight hours after the 
injection. At the autopsy the lungs were found to be highly congested, almost 
empty of air, and to contain foci—noyauz—of red induration. Out of eleven 
guines- pigs six died with pneumonic lesions. Out of six dogs one only succumbed. 

n another series of experiments mice were made to inhale a spray of a culture 
fluid containing the coccus in suspension. Several of these animals succumbed. 
At the autopsy Friedlander says that he found the appearance of typical pneu- 


monia, and verified the presence of numerous micrococci with capsules in the 
lungs, the spleen, the blood, and the pleural liquid.”’ (Op. cit., p. 90.) 
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I would like to inquire how it is that to produce pneumonia in animals 
Friedlander and his followers consider it necesary to introduce the infec- 
tious material into the pleural cavity or into the substance of the lung 
itself with a sharp-pointed instrument. If this coccus is the germ of 
infectious pneumonia, one would think that to inject it subeutaneously 
ought to give rise to the local-lesion, just as the subcutaneous injection of 
tuberculous sputum gives rise to tuberculosis of the lungs. We find from 
the accounts given that when injected into the lung or introduced by in- 
halation, the micrococcus invades the blood, and produces enlargement of 
the spleen ; but to produce the characteristic local inflammation which it 
is supposed to be the especial function of this micrococcus to produce, it 
does not suffice to inject the micrococcus beneath the skin or into the 
blood ; it must be injected through the walls of the thorax with a sharp- 
pointed syringe. And when so injected only a certain proportion of the 
animals have pneumonia. Prof. Sée, while accepting Talamon’s experi- 
ments upon rabbits as demonstrating the infectious nature of croupous 
pneumonia, is not inclined to accept the demonstration which Friedlander 
claims to have made by his experiments upon mice. He says :— 

‘‘The rather brief description of the Jesions in the mouse, which Friedlander 
has given, leaves some doubt in the mind; for the presence of centres—noyauz 


—of induration in the congested lungs does not suffice to characterize fibrinous 
pneumonia.”’ 


I would here call attention to the fact referred to in my first paper on 
a fatal form of septicemia in the rabbit, viz: that in this infectious dis- 
ease there are sometimes found hemorrhagic infarcts in the lungs. I 
quote from this paper as follows :-— 


‘* Pasteur says, ‘ The lungs are frequently filled with the noyauz of pulmonary 
apoplexy.’ (1 have found this to be the case in one out of three rabbits ex- 
amined since my attention has been directed to this point.) ‘A character more 
constant than the last (not more constant, however, than that which relates to 
the volume and color of the ganglions), is the state of the trachea, which is 
almost invariably red, congested, with little hemorrhages from the smallest ves- 
sels.’ (I have found a marked congestion of the vessels of the trachea in the 
three cases in which I have examined it, and in one case the lymphatic glands 
of the axilla were enlarged and congested.)”’ 

The possibility has frequently occurred to me that this same micro- 
coccus may be concerned in the etiology of diphtheria. The fact that it 
causes inflammatory edema of the subcutaneous connective tissue, and 
that when introduced into the pleural cavity it causes a copious fibrinous 
deposit upon the lung, taken in connection with the fact that it has been 
shown to be a pathogenic organism having different degrees of potency 
under different cireumstances, seems to justify the suspicion that there 
may be a pathogenic variety which has a special propensity for locating 
itself in the mucous membrane of the fauces. Certainly the suddenly 
developed inflammatory cedema and fibrinous exudation which character- 
ize malignant diphtheria, correspond with the local effect produced when 
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this micrococcus is inoculated into susceptible lower animals. The experi- 
ments of Léffler’ seem to show that the widely-distributed spherical micro- 
coccus which forms long chains and zooglea masses is not the germ of 
diphtheria, and this observer speaks of a bacillus as being found in the 
deeper portion of the pseudo-membrane in cases of diphtheria. J have no 
exact information as to the morphology of this bacillus, but knowing that, 
in the nomenclature of some bacteriologists, the same micrococcus is re- 
served exclusively for spherical organisms, I am not prepared to dismiss 
this supposition without further investigation. 

I herewith submit the following conclusions for consideration :— 

The pneumonia-coccus of Friedlander is identical specifically with the 
micrococcus previously described by me, and which is commonly found in 
normal human saliva. The capsule, or mucous envelope, which some- 
times surrounds this micrococcus, described by Friedlander in 1883, and 
photographed by me two years previously, cannot be accepted as a dis- 
tinguishing character of this species, inasmuch as it is not constantly 
present, and the circumstances upon which its development depends have 
not been accurately determined. It is established that this is a pathogenic 
organism, as far as certain lower animals are concerned, and that its 
pathogenic power varies under different circumstances. It seems ex- 
tremely probable that this micrococcus is concerned in the etiology of 
croupous pneumonia, and that the infectious nature of this disease is due 
to its presence in the fibrinous exudate into the pulmonary alveoli. 

But this cannot be considered as definitely established by the experi- 
ments which have thus far been made upon lower animals. The constant 
presence of this micrococcus in the buccal secretions of healthy persons 
indicates that some other factor is required for the development of an 
attack of pneumonia ; and it seems probable that this other factor acts by 
reducing the vital resisting power of the pulmonary tissues, and thus 
making them vulnerable to the attacks of the microbe. This supposition 
enables us to account for the development of the numerous cases of pneu- 
monia which cannot be traced to infection from without. The germ 
being always present, auto-infection is liable to occur when from alcohol- 
ism, sewer-gas poisoning, crowd-poisoning, or any other depressing agency 
the vitality of the tissues is reduced below the resisting point. We may 
suppose also that a reflex vaso-motor. paralysis, affecting a single lobe of 
the lung, for example, and induced by exposure to cold, may so reduce 
the resisting power of the pulmonary tissue as to permit this micrococcus 
to produce its characteristic effects. 

Again, we may suppose that a person, whose vital resisting power is 
reduced by any of the causes mentioned, may be attacked by pneumonia 
from external infection with material containing a pathogenic variety of 


1 I have not the paper of this author at hand, and am indebted to an editorial in the 
Medical Record of Jan. 31 for the facts here given. 
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this micrococcus having a potency, permanent or acquired, greater than 
that possessed by the same organism in normal buccal secretions. 

The figures which illustrate this paper are from the following sources :— 

Figures 1, 2, 3, and 4 are from camera lucida drawings made by my 
laboratory assistant, Dr. A. C. Abbott, of Baltimore, to whom I am also 
indebted for valuable assistance in conducting the recent experiments 
herein recorded. The drawings were made with an amplification of 2500 
diameters, obtained by the use of a Geiss’s one-eighteenth inch homo- 
geneous oil immersion objective and a high eye-piece (Powell and Lealand 
large stand, tube drawn one inch). These drawings have been reduced 
by photography to two-fifths, in order to give an amplification of 1000 
diameters in the figures. 


VIII. 

Tue REFRACTION OF THE HumMAN Eye. A Criticat Stupy oF THE Sta- 
TISTICS OBTAINED BY EXAMINATIONS OF THE REFRACTION, ESPECIALLY 
AMONG Scnoot By B. Avex. RANDALL, A.M., M.D., Oph- 
thalmic and Aural Surgeon to the Episcopal and the Children’s Hospitals, Phila. 


THE great importance of full sharpness of vision is a matter which is 
steadily obtaining wider-spread recognition, and is demanding still more 
earnest consideration of all thinking persons. Defective sight is growing 
more notable for a variety of reasons, and the means of amending it are 
progressively improving and are more widely employed, thus furnishing con- 
stant reminders of the need of such help ; yet they are making only the more 
distinct those classes of cases which are but partially, if at all, remediable, 
and driving us to the more thorough study of the causes of these defects 
and the means for their prevention. The progress which has been made 
in all branches of knowledge, especially the natural sciences, is constantly 
increasing the field to be covered in the usual educational process. The 
demands made-upon children at their lessons have steadily increased; 
while the assumption of the matter of education by the state, as a duty 
owing to itself and its citizens, has carried the influence of the schools, 
sometimes by compulsion, into every rank of life. Conditions, therefore, 
which not long since invested only the few, are now the environment of 
the community. Census reports point to a steady and rapid decrease, in 
every country making claim to civilization, of that portion of its inhabitants 
unable to read and write; while means and attractions to the exercise of 
these powers are offered by veritable floods of literary productions and 
reproductions, by postal facilities which would have been deemed a few 
decades since utterly beyond belief, and by an immense broadening, for 
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almost every one, of the field of every-day interest. Some information on 
almost all points is expected of every one; and the most abstruse dis- 
coveries of modern science in revealing new worlds, measuring the globe, 
or investigating its components and the creatures which live or have lived 
upon it, are quickly absorbed into the fund of general information, and go 
to widen or to modify that stock of knowledge of which all are expected 
to be cognizant. 

And the means to the attainment of the major part of all this is the 
eye. Most children begin to study the alphabet and its combinations 
before the fifth year, and a few years more finds them all readers. School 
tasks surround and occupy them much of the time, and of what remains 
not a little is given to amusements hardly less exacting in their demands 
for the use of the eyes in accurate vision. The general spread of the 
employment of artificial illumination has lengthened greatly the hours 
during which the eyes can be rigorously exercised, and the child whose 
school work is finished turns to other reading for recreation. In the 
general walks of life vision, and good vision at that, is being more and 
more strictly required—how much we are hardly likely to appreciate at 
first. Yet if we think of any one, of whatever age or rank, suddenly 
deprived of vision, we will, perhaps, in some measure realize how essen- 
tial to almost every employment is the lacking sense. How few are the 
paths now open to the blind, and in them, how difficult it is that they 
should at all cope with seeing competitors! The disadvantages of those 
with defective vision differ in degree rather than in kind. In every one 
of our eye clinics the cases are numerous where persons reject with alarm 
the advice that they should wear glasses, knowing, as they do, that such 
an assumed confession of visual defect may cost them a present situation, 
and will certainly count to their prejudice in seeking any new place. ll 
this is but a fraction of the evidence showing how much is required, even 
outside of the schools, of the visual powers of those who have them in 
the usual measure. 

The present century has seen the introduction of methods and instruments 
of precision into almost every branch of study, most notably in all which 
would lay any claim to scientific value. The inductive method is almost 
universal, and each advance is a generalization from extended observations. 
The observer works for the instruction of the community as well as him- 
self ; his results must receive confirmation in order to meet general accep- 
tance ; and to this end standards of comparison more or less constant and 
methods free as far as possible from the personal equation have become 
essentials. Advancing with the general realization of the importance of 
good vision, ophthalmology has furnished means more and more exact for 
the determination of the visual acuity and for the measurement and cor- 
rection of its defects ; until we are’ now in position to obtain data in these 
matters as strictly accurate as any in the whole range of natural science. 


1885. ] RANDALL, Refraction of the Human Eye. 125 


In the mean time, investigation after investigation has been made in the 
matters of vision and refraction, embracing enormous numbers of indi- 
viduals, in the endeavor to answer the numerous hygienic and social ques- 
tions involved in the subject of defective vision. Early realizing that, to 
obtain results of general applicability, eyes presumably normal must be 
the objects of study, and that in youth many of the causes of defect have 
not yet come into play, the eyes of school children have been most fre- 
quently examined, both to obtain information as to the important subject 
of the special hygiene of schools, and also to gain data as to what is to 
be regarded as the standard eye, the typical form, the normal, which the 
various conditions of imperfection have failed to attain. This standard 
determined, and the statistics of the primary variations from it once 
settled, we will be in position to study the questions of the general preva- 
lence of defective vision, the causes which are effective in evoking it, and 
the measures to be employed in combating the evil. 

The foundations of such a wide-reaching study must, of course, be 
broad. Furthermore, they must be sure; lest the crumbling of some of 
the constituents should imperil the stability of all that is built upon them. 
The first condition would seem well answered, since no student of the 
subject, not even Prof. Cohn, has up to the present time had the patience 
to collect all the statistics of the matter already in print; yet arrays of 
scores of investigations, based upon thousands of individuals, are to be 
found in the summaries which have been given by various authorities. In 
the other direction much remains to be desired in not a few of these 
studies, so much, indeed, that some of them can be employed in any sum- 
marizing of results only within the narrowest limits. Setting out in many 
instances with some single object in view, such as the question of the 
prevalence of myopia, attention has been given to it alone, and their 
negative showings in other directions are often valueless, even where the 
positive results are reliable. Yet they are often grouped as all equal and 
competent portions of evidence, and advantage is taken of their wide 
divergence on many important points, either to employ the convenient 
ones in the support of any fallacy, or else, by holding them up into view 
in their apparent contradiction, to throw discredit upon all such investi- 
gations and the so-called science which they in some measure represent. 
There has been almost. no attempt to combine a critical examination of 
the methods, details, and results of this extensive series of investigations, 
with a summary embracing all that are accessible. No light work nor a 
pleasant one, dealing as it must with comparisons more or less odious, yet 
a task which the writer here undertakes in the belief that valuable results 
are thus to be attained. That these results will display any striking 
novelty is not to be hoped; but that they may give added weight to con- 
current testimony derived from other sources, and perhaps widen the ac- 
ceptance of views not yet receiving their due appreciation, seems abundant 
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reason for the labor necessary to educe them. Where a hundred investi- 
gators haye expended years of study in gathering statistics on so weighty 
a subject, surely there is place for one to combine the data thus gathered. 
If only to show that much of the labor has been wasted in the past, and 
to give indication of the points to-day demanding elucidation and the 
methods by which they are to be studied out, this study would appear to 
be called for. That it can give or disseminate much other valuable infor- 
mation will, it is hoped, be made to appear. 

A comparison of the numerous investigations which have been made 
in the field before us shows the utmost variation in their aims, methods, 
and results. Great as are the differences, however, the studies will repay 
careful scrutiny, and in few instances will we fail to find reason for dis- 
crepancies. In most of the examinations the question of the occurrence 
of myopia and its increase was paramount ; in many, it alone was studied. 
Indeed, the earliest investigators knew of nothing else in our field to seek, 
and the methods at their command were hardly sufficient for its discovery. 
Even after hypermetropia and astigmatism became well known they were 
rarely sought with any care, and vision equal to normal was considered, 
sometimes even defined, as synonymous with emmetropia. In many of 
the investigations each eye was not separately tested, so that practically 
only the better eye was studied, and any difference between the two over- 
looked. Investigating the subject with rather vague hygienic views, the 
individual was quite naturally the centre of interest. If he could see with 
normal sharpness, whether with one eye or both, he was not a myope, 
and the requirements of the matter were considered to be satisfied. 
Among the later examinations such oversights are, naturally, rarer; yet 
often the meagre reports available either give no information on such 
points, or afford it in such indefinite terms as to leave them still in doubt. 

In many of the studies the nature of the refraction has been carefully 
determined ; but the degrees of the anomalies found have either not been 
determined or not reported. Others state these important details for the 
class, the age or the year of school life; yet, omitting the mention of the 
actual numbers of individuals or eyes embraced under each heading, the 
results, valuable as they may be in themselves, cannot be combined with 
those of others. In some of the cases where the ophthalmoscope was 
employed in the examination of every eye (and in the many where it was 
not used, a most important aid to accuracy was omitted), it was used to 
seek for lesions and not to measure the refraction. It is needless here to 
repeat that in the aims held by some of the investigators such details had 
no place; and that in studies so comprehensive in the matter of numbers 
examined, the introduction of the methods of extreme refinement would 
have been impracticable. What most concerns us is the stability, the cor- 
rectness, of our foundations. The subject here taken up is the informa- 
tion which these examinations can afford as to the usual refraction of the 
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human eye; in health, as far as we may exclude pathological conditions ; 
in youth and in age, if the data are to be found: to extract all that is ger- 
mane to our purpose. And when grave omissions or vexatious errors, 
generally typographical, have to be pointed out, it will be with full reali- 
zation from the writer’s own experience, of how hard it is to avoid error 
in statistical reports, and how impossible for one man to comprehend in 
his investigation all those points that to another may seem most interest- 
ing or essential. And if, in passing, we cannot conceal a regret that 
some study, most valuable in some respects, gives us no information in 
others, it will be with no thought of adverse criticism—rather in testimony 
to the value of that which is given. 

To begin this study with a series of definitions, where the ‘subject has 
been so much written about, may seem unnecessary, if not presumptuous. 
Yet, since loose employment of technical terms constitutes the principal 
ground of fallacy in statistics, the cardinal vice, which can make figures 
the most lying of witnesses, it is essential that some points be absolutely 
defined, and then the data of various observers be marshalled under these 
headings with the strictest accuracy which the details at hand will permit. 

Waiving technicalities as far as possible: the refraction of the eye is 
the relation of the situation of the percipient retina to the focus of the 
lens system of the passive eye, for rays of light coming from distant ob- 
jects. When, without any effort, the focus for such rays-falls on the per- 
ceiving layer of the retina, the eye is emmetropic. When the eye is rela- 
tively too long to meet this condition, it is myopic ; its retina is in position 
to receive the focus only of rays coming from some point not remote ; it is 
nearsighted. When relatively too short, the eye is Aypermetropic ; 
without accommodative effort, or its equivalent, the eye can focus no rays 
of light that occur in nature ; distant objects form undefined images upon 
the retina; near objects form images still less clear. 

Vision is the perception of external objects through the agency of the 
rays of light coming from them and impressing the retina. Its acuity 
depends upon the formation of a sharp image upon this membrane, and 
upon the capacity of it, and the visual centres behind it, to take cogni- 
zance of the image so found. Granted the latter conditions in full mea- 
sure, the acuity of vision depends upon the transparency of the ocular 
media and the refraction, primary or fictitious, of the eye. By fictitious 
refraction is meant every deviation from its primary condition above de- 
fined, whether produced by accommodative effort or by optical appliances, 
such as lenses. Conditions of imperfect retinal perception and of non- 
transparency of the media before it, may for our purposes be grouped 
under the heading amblyopia, and practically laid aside, and we have 
before us the subject of the visual acuity of the human eye as dependent 
upon its refraction, this last being divisible into real or primary, and ficti- 
tious or apparent, refraction. The real or primary refraction is the 
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object of our present search; and we will endeavor to winnow out of the 
mass of results furnished by a long series of investigations those which 
have bearing upon it, and try to solve with their aid the question— What 
is the normal refraction of the human eye? 

Since we have at our command easy methods of determining with the 
utmost accuracy the visual acuity in any case ; this, the most salient prac- 
tical point of our study, can be directly measured ; and as by wide obser- 
tion we have obtained reliable data as to the average sharpness of vision, 
we can make ready use of it as a means to our end, only noting that the 
tests must be strictly applied. The farthest point of distinct vision for 
the myopic eye is not remote, hence normal vision at a distance without 
lenses at once excludes myopia: but the opposite condition of hyperme- 
tropia is far more difficult to exclude. Exercise of the accommodative 
power, which in the myope only makes distant vision worse, can in the 
hypermetropic eye cover up the defect of refraction and raise vision to the 
normal ; nay, more, the small pupil, and probably the tension of accommo- 
dation and its effects, may raise vision above that which we hold to be the 
average. Vision above the normal is rather indicative of hypermetropia. 
The accommodation must be set aside in order to reveal the real refrac- 
tion, above defined. A convex lens held before the eye will render the 
rays coming from distant objects convergent, and only a hypermetropic 
eye can focus such rays, and see normally at a distance through a convex 
lens. The accommodation used to render the eye apparently emmetropic 
is now unnecessary, and can only impair vision ; it may, therefore, be 
laid aside, and the eye then manifests its hypermetropia. But a lifelong 
habit will not always yield in an instant. The accommodative tension 
may be maintained, distant vision is‘ made worse by a convex lens, even 
the weakest; and we are driven to other methods to attain our aim. 
Dark surroundings are conducive to relaxation of accommodation, and 
the glare of light reflected into the eye by the ophthalmoscopic mirror 
may aid, or at least not counteract, the influence. This method, then, in 
expert hands, may as it were surprise the eye into a revelation of its de- 
fect. Yet all such measures may fail, and nothing short of absolute 
paralysis of accommodation by a mydriatic will tell the whole story. 
Irritative causes have perhaps set up a cramp of the ciliary muscle, a 
spasm of accommodation, which will yield but obstinately to the most 
powerful mydriatic. 

The accommodation, then, is the factor which introduces uncertainty 
into the investigation ; study of it can sometimes clear away doubts. The 
range of accommodation is at each age approximately a constant : if a part 
of it be called into play to cover up hypermetropia, by thus much will the 
range be shortened. Here we have not only a clue to the existence of 
such a condition, but also some indication of the amount of accommoda- 
tion thus rendered Jatent; and hence of the amount of hypermetropia 
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neutralized. Where astigmatism is absent, very accurate results may 
often be thus obtained. Similar measures may be employed to determine 
the presence and also the degree of myopia, and to exclude the cases where 
nearsight is simulated by accommodative spasm ; but the same difficulties 
may be met and nothing less than total paralysis of accommodation will 
enable us to claim absolute accuracy. Still more is this the case with 
astigmatism ; and although we can in addition to other methods, get ab- 
solute results by ophthalmometric measurements as to corneal asymmetry, 
we have only one—the most important—of the series of factors involved. 
To turn, now, to the practical workings of an examination, let us see 
what information we can obtain, and how we may prove the existence of 
emmetropia, or other conditions of refraction. Testing of the visual acuity 
will show it to be normal or subnormal—the former excluding myopia. If 
subnormal, the use of convex or concave lenses may show the presence 
and degree of absolute hypermetropia or apparent myopia, respectively. 
In all these tests each eye must be separately tried; but sometimes the 
testing of both together may be also advantageously employed. Convex 
glasses held before eyes with normal vision may reveal hypermetropia 
(“H. facultative manifest” of Donders), or in case of their rejection will 
speak for apparent emmetropia. The various tests for astigmatism may 
show the presence of this defect, and indicate, perhaps correctly, the meri- 
dians of greatest and least refraction in the media of the eye. These data 
may be confirmed by the ophthalmoscopic examination, most especially in 
the direct method and in retinoscopy ; the cornea may be measured with 
the ophthalmometer, and the range of the accommodation may be deter- 
mined and compared with the standard furnished by Donders. Concur- 
rence of these various tests will greatly enhance the confidence which would 
be due to the findings of any one of them alone; and the presumption will 
be strong that eyes, which by all tests appear emmetropic, are so in fact. 
Only by paralysis of the accommodation, however, can this be absolutely 
settled, and the emmetropic eye be proven to be actually such; then no 
latency of hypermetropia could enlarge the list of seeming emmetropes, 
and no spasm of the accommodation could decrease it by causing apparent 
myopia. Then, teo, the degree of any error of refraction could be exactly 
measured—all previous tests claiming to furnish but an approximation. 
One principle must rule in all these tests. Accommodation is to be 
done away if possible. It can increase temporarily the refraction of the 
eye, lessening or covering hypermetropia, increasing the degree of myopia, 
or making apparent myopes of those really emmetropic or hypermetropic. 
There is nothing tending to the contrary—no counter-force to oppose it or 
to introduce error in the other direction, The lowest grade of myopia, 
therefore, or the highest grade of hypermetropia, obtainable by any method 
of competent accuracy, is the nearest approximation to the real refraction. 
All data in this direction are positive; all to the contrary, merely nega- 
No. CLXXIX.—Jury, 1885. 9 
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tive. Hypermetropia proven by any one test, for example, is to be con- 
sidered as the true refraction of the eye, although every other test points to 
the contrary. The one tést, to stand thus in conflict with all others, must 
be well based; it should be repeated to obtain confirmation from itself; 
but standing still, it is to be accepted as correct—all the others are pro- 
bably vitiated by the deceiving activity of the accommodation. Of the 
various methods of examining the eye with unparalyzed accommodation, 
that by the ophthalmoscope is most frequently able to act such a part. 
The conditions of accuracy must be fulfilled and the observer must be 
competent ; then its findings can be maintained against any array of others, 
which point towards myopia, ¢. e., in the direction in which accommodative 
activity would tend. 

In the abstracts which follow, the original reports of the examinations 
have been strictly followed in every case where they have been accessible; 
the source of information actually employed being given in the appended 
bibliography, to which the numbers refer. Abstracts and reviews have 
also been studied to obtain all possible collateral information; in this 
regard, and also as a source of most quotations which have had to be made 
at second-hand, use having been most frequently made of the “ Jahres- 
bericht iiber die Leistungen und Fortschritte im Gebiete der Ophthalmo- 
logie.” Our study being of eyes and not individuals, this as well as con- 
venience or conciseness has here and there dictated a recasting of the 
forms in which the results have been given; but effort has been made to 
do the least violence consistent with our needs to the observer’s own 
arrangement, and none whatever to his actual results. Occasionally, 
palpable error in the summing up given by the examiner has driven us 
to work over his detailed results, and figures have been thus obtained dif- 
fering (rarely in notable degree) from his totals. Information as to the 
actual numbers being more important to our ends than percentages, these 
numbers have been worked out when not given—always with the proviso 
that they are merely approximations. All results which are not in perfect 
accord with those of the investigator cited are indicated by parentheses, or, 
if derived by the writer from percentages, etc., by brackets. The varying 
nomenclature and standard of the schools in which many of the investi- 
gations have been made, and of their classes, makes uniform arrangement 
in this regard well-nigh impossible. The designation of the equivalent 
American school has been sometimes given, but the untranslatable “ Real- 
schule” and other similar terms, have been retained. Age, being looked 
upon as the best basis of comparison for our purposes, has been so employed 
whenever the data permitted. As to the “‘Gymnasium,” it may be re- 
marked that its curriculum extends generally from the fourth year of 
school-life about as far as the Sophomore studies of our American colleges ; 
while in the “ Realschule” the course is approximately parallel, but with 
lighter stress upon the classical studies. 
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Let us now see how far the methods above sketched have been applied 
in the investigations which have been made; what results, positive and 
negative, have been obtained ; and how far we can formulate corrections 
for such as are incomplete, and by their application bring also the inferen- 
tial results to the elucidation of our subject ?— 

Beginning our study of the data given in the preceding tables by a 
summing up of all that can be employed on the subject of the frequency 
of Myopia, we find that we have available records of 115 investigations or 
groups of investigations :— 

Of 146,522 examinations (individuals or eyes) M. 28,483 = 19.44 p. ec. 


Separating, now, those investigations giving us data as to all conditions 
of refraction, we have as the result of 88 investigations or groups of 
studies :— 

90,886 exam. ; Em. 43,174=47.73 p. c., M. 19,750 = 21.87 p. c., H. 25,635 = 28.46 p. 


In not a few of these cases the M. designates only apparent myopia, 
the Em. comprises all with normal vision, or at best those without mani- 
fest ametropia ;? while under H. are included, for the most part, only the 
HT. manifesi—the cases where the H. total was sought being about coun- 
terbalanced by those in which only the H. absolute is given. Turning 
now to that series of studies in which H. total was sought and noted with 
care sufficient to obtain some approximation to it, and to exclude from M. 


the cases of spasm of accommodation simulating that anomaly, we gain 
the following results from 27 studies :— 


16,160 examinations : Em. 3297 = 20.40 p. c., M. 2918 = 18.01 p. ¢., H. 9717 = 60.13 p. ec. 


This is excluding Erismann’s 1889 — 43.3 per cent. H. m., Emmert’s 
3308 = 77 per cent. H. m., Pfliiger’s 800 = 44 per cent. H. m., Seggel’s 
1239=—= 40.6 per cent. H. m., and many others with even higher percent- 
ages of H.m. It is also exclusive of Just’s work, since the 1660= 67. per 
cent. non-myopic eyes, although “almost all” hypermetropic are not with 
sufficient clearness stated to have been H.; and Weber’s, Tscherning’s, and 
Beselin’s work, although doubtless accurately done, is excluded for lack of 
full data as to the results obtained. 


1 Lack of space excludes the detailed accounts of the methods and results of the 
individual investigations which were prepared to form the body of this paper: so also 
as to the tables of curves which would in some measure have supplied their place as 
to class-results, etc. The school totals are given in the tabulation which follows. 
Under Em. are included all not proven ametropic ; under M. all whose apparent 
myopia was not shown to be fictitious ; under H. m. all cases of hypermetropia mani- 
fest, whether absolute, facultative, or relative ; and under H. all, where any attempt 
seems to have been made to discover the total hypermetropia, as well as those where 
the methods employed are not given. Astigmatic eyes are included under H. and M. 
respectively, when recorded as H. As. or M. As. ; under As. when not so specified. 

* Gardner found among 1082 pupils of Springfield, Mass., 817.5 p. c. M., 201= 
26.9 p. c. H. m, and 69=6.35 As. Report of School Committee, 1884. 
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Combining the cases where we obtain data as to the relations of normal 
vision, apparent Em. (7. e., absence of H. m.), and Em. probably such, 
we find :— 


5347 examinations: V 4362 —81.58 p. c., App. Em. 2578 = 48.21 p. c., Em. 147 = 
27.51 p.e. 


although among the Em. here noted, are still many not adequately tested, 
if at all, for latent H. 

A similar comparison as to H. abs., H. m., and H. (generally ophthal- 
moscopically determined) gives :-— 
1378 examinations: H. abs. 59 = 4.29 p. c., H. 784=56.9 p.c., H. 1031 =74.8 p. ¢. 
while in— 


9344 examinations : App. Em. 4383 = 47. p, c., Em, 1742=18.6 p. c., H. m. 2076 = 22.2 
p. ¢., 5284 ==56.5 p. ec. 


if we include Just’s work, as well as others more definite. In 6873 ex- 
aminations where App. M. constituted 1911 — 27.8 per cent., these figures 
were reduced to 1415 = 20.6 per cent. by measures calculated to eliminate 
more or less completely the accommodative spasm. Similar comparisons 
could be made on many points; but this is sufficient to show the direction 
and extent of the corrections which would have to be applied to many of 
the studies before us in order to approximate accurate results. The actual 
application of such corrections can hardly be profitably made, except to 
very extensive summaries, and even then with great reserve; yet we will 
probably be fully justified in claiming that, among the whole number thus 
far examined, more than 145,000 in all, not more than 20,000, or 14 per 
cent., were actually myopic. Similarly, of about 90,000 examined as to 
the relative frequency of the various conditions of refraction, some 22,000 
were approximately Em. (25 per cent.), 13,000 M. ‘14 per cent.), 30,000 
H. m. (33 per cent.), and 55,000 H. (60 per cent.).’ 

Leaving this field of conjecture, and turning to the data showing the 
refraction at various ages, we will first study the question of the refraction 
of the new-born infant. Eight investigations are on record :— 

Infants. Eyes. En. M. 
. V. Jaeger, (100-+-) 100 5= 5 p.ce W=TWBp.c. 
. Ely, 1li 154 18 * 
Horstmann, 20 40 8 2 
. Kénigstein, 281 562 10 2 0 
. Schleich, 150 300 0 0 0 
Ulrich, 102 0 0 0 
Bjerrum, 87 3 
Horstmann, 50 2 
+ 


5p.e. ll4= 7.3 p.c. 1356 = 87.6 p. c. 


All authorities are agreed that full paralysis of the accommodation by 


a mydriatic is an absolute essential in this difficult field of investigation ; 
and we must accept Horstmann’s statement that this is attainable with 


' Study of the degree of refraction error, of anisometropia and of many other points 
of cardinal importance must be reserved for a later paper. 
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difficulty, even when employing a solution of atropie sulph. 1:100. 
Jaeger’s work, done in the earliest days of the ophthalmoscope, probably 
lacked that exquisite skill in the use of the instrument which later distin- 
guished this master of ophthalmoscopy ; and, further, was done without 
employment—certainly without the complete employment—of a mydriatic. 
His parallel work in the study of the dimensions of 70 eyes of infants 
after death, showed no instance of axial myopia; and the later studies 
force us to decide against his assumption of an undeveloped suspensory 
ligament or of a usual forward displacement of the lens, causing a tempo- 
rary myopia of the new-born—a view negatived also by the rest of his 
examinations of the eyes of older children. We must, therefore, exclude 
Jaeger’s study (albeit with much hesitation) as incompetent evidence in 
the matter before us. The need of “full paralysis of accommodation” 
leaves room for questioning of the results obtained by weak mydriatic 
solutions, since Horstmann failed in at least 7 instances to secure even 
full dilatation of the pupil with 1 per cent. solution of atropine repeatedly 
used. Bjerrum’s finding of 23 Em. and 3 M. after (a single?) employ- 
ment of atropine (0.25 per cent. solution) cannot be considered conclusive ; 
and Ely’s results of 17 per cent. Em. and 11 per cent. M. among 105 eyes 
under the influence of a solution (gr. ij ad f3j) of atropine, and 8.2 per 
cent. Em. and 32.6 per cent. M. among 49 eyes under a weak atropine 
solution (gr. j ad Oj) must be similarly viewed. Accepting them condi- 
tionally, however, and doubling Bjerrum’s figures to obtain the number of 
eyes studied by him (a procedure apparently justifiable), we gain as the 
result of these studies, exclusive of v. Jaeger’s :— 


Of 1534 eyes of infants, Em. 956.19 p. c., M. 39 = 2.54 p. c., H. 1400 = 91.26 p. c. 


Only the 6 myopic eyes of Horstmann’s two studies can be considered 
as well-established cases of M.; yet the success of Kénigstein and Ulrich 
with atropine (0.1 per cent.), and of Schleich with 0.5 per cent., in doing 
away with all apparent M. in their studies, lerrds confirmation to other 
results where weak mydriatic solutions were employed. 

Passing on to the consideration of the refraction of children more 
developed, but not yet of school-age, we find, exclusive of v. Jaeger’s 
work, only four investigations. 


Koppe, Kindergarten pupils, 30 
Horstmann, children : 

(8-24 months), 57 

(1-2 years), 50 

(4-5 years), 50 


Total children (8 m.-Syrs.), 187 


1 Koppe’s results in the Kindergarten are impeached by himself, since he may have 
been measuring his own hypermetropia and not that of the observed eye. All but 15 


Eyes. Em. p.c. M. p.c. p.e¢. 
60 1 0=0 59 = 98.3 
96 13. 13.5 9 9.4 4 %7 
100 10 10.10 6 6 84 84 
100 13 «13 13 «18 74 
87=10.4 2% = 7.86 291=—81.75 
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Proceeding now to the other end of the scale of life, we find the one 
study of Cohn on the eyes of aged persons, mountaineer villagers in 
Silesia :— 

100 persons (60-84 years), = Em. 49 = c., M. 25=12.5 p. c., H. (m.) 
14=57p.c. 

A study of much interest, but of insufficient extent to be conclusive, 
while the individuals tested were within the region of the “* hypermetropia 
aquisita,” and of myopia due to the cataractous swelling of the lens, the 
‘second sight” of common parlance. The other investigations of the eyes 
of adults have generally more bearing upon the question of the ophthalmic 
hygiene of various handicrafts than upon our subject, until we reach 
the investigations of the eyes of recruits, almost invariably young men 
from 20 to 24 years of age. Considering only the common soldier, whose 
eyes have been subjected to primary school-work alone, examinations as 
to visual acuity have been extensive and interesting. Thus Herzenstein 
found among 27,682 men of various arms, binocular vision above normal 
with Junge’s test-types in from 71.6 per cent. to 76.6 per cent. of various 
garrisons about Orel and Cracow; while Rumschewitsch among 9882 

120, 60 


recruits in the Kiew district, found 70 per cent. with V.— ——to —., 
XL XL 


26.4 per cent. with — a *: 4 per cent. with V. = — 
XL 


XL 


with V1 to 202 

XL XL 
tion are numerous, but rarely of both convincing accuracy and fulness.’ 
Seggel’s study of the common soldiers of the Munich garrison is about 
the only one fully competent in its testimony, and from its extent it can 
well stand alone. 


1526 common soldiers, 3052 eyes, Em, 1425 = 46.7 p. c., M. 347=11.4 p.c., H. m. 
1239 = 40.6 p. c., Amb. 41, 


The examinations bearing more strictly upon the refrac- 


Allowance must, of course, be made for the cases with latent H. among 
those noted as Em. in order to approximate full accuracy ; a correction 
which cannot, however, be accurately formulated. 


eyes, however, appeared H. >1. D., the amount which he estimates that he mani- 
fested in this investigation, and only 2, including the 1 Em., were H <1. D. 

The Kindergarten and El. pupils were examined by the ophthalmoscope alone. In 
the other schools he obtained (counting As. with M. and H.) :— 
by glasses, 989 pupils, Em. 219=22.1p.c, M.269=27.8 H.m.501=50.7 p.c. 
by ophthal. 1059“ ‘6 188=17.7 M.240=226 606=57.2 ‘ 
by oph. and gl., 1059“ “ 112=10.6 “ M.220=208 H. 711=67.1 


1 The question as to the illumination under which these results were obtained is all- 
important ; yet many investigators are strangely silent in this regard. In sunlight 
1 ‘ 
pes would indicate no sharper vision than = in a well-lighted room. 

xV 

? Ljubinsky is cited (Nagel’s Jahresbrt. xiv. p. 195) as having found, among 7312 

sailors, Em. 48.7 p. c., M. 28 p. c., H. 43.1 p.c., and As. 2.2 p. c. (120. p. ¢.). 


XL 
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Of the data that remain all are complicated by the question of “ school 
myopia,”’ into which it is impossible here to enter. The persons examined 
were pupils of schools of every grade, generally fully engaged with their 
school-work, and showing at once the temporary and the permanent marks 
of its effect upon their eyes. Yet much information can be obtained from 
their study, and we will proceed to a rapid review of the refraction in the 
schools of various grades. 

Summing up, as before, the results of the twenty-six investigations as 
to myopia, we learn that in 23,315 examinations 1582 — 6.79 per cent. 
M. were found. A discrimination between the real and the apparent M. 
in these results would lower somewhat the M. percentage, although the 
figures of the first two studies on the list contain no myopes below 1. D. 
in grade, and the last study, only those greater than 1. D. 

Passing to the other conditions of refraction we find— 

In 22 investigations 13,929 examinations : Em. 857 = 63.59 p. c., M. 1582 = 11.36 p. c. 
H. 3764 = 27.04 p. 

“10 “ 3,358 Em. 491 =14.62 p.c., M.137= 4,08 p. c. 
H. 2564 = 76.06 p. e. 

In the second series are placed those studies in which the H. t. was 
sought, although in Beselin’s work only the H. > 1. D. is reported, and 
here are also included Just’s results, although not entirely definite in their 
statement—any error in the one being probably neutralized by the other. 
From five investigations, exclusive of Just’s, we obtain :— 

1835 examinations: App. Em. 767= 41.79 p. c., Em. 371 = 20.22 p.c., App. M. 126= 
6.86 p.c., M. 58=3.16 p.c., H. m. 970 = 52.86 p. c., H. 1368 = 74.55 p. 

These figures comprehend the results of Cohn’s study in the mountain 
village of Schreiberhau, in Silesia, when atropine (in substance) was em- 
ployed in most of the eyes. As various critics take diverse views of the 
question of the refraction under mydriatics, a few remarks upon the subject 
seem in place. Donders’s definition of refraction fittingly opens the sub- 
ject: “ By refraction of the eye, we understand its refraction in a state of 
rest; that is, the refraction which the eye possesses in virtue of its form 
and of that of its component parts, independently of muscular action, inde- 
pendently of accommodation. The term, therefore, applies to the refrac- 
tion of the eye whose muscles of accommodation are inactive or paralyzed 
(for example under the influence uf atropia), to the refraction also of -the 
dead but as yet otherwise unaltered eye.”" In discussing emmetropia, how- 
ever, Donders assumes a ‘tone of accommodation” which can be done 
away only by a mydriatic, and concludes with the often-quoted expression: 
‘«¢ Consequently, the actually emmetropic vision requires in a certain sense 
a minimum of H., and that minimum is capable of no accurate taxation, 
because to the tone itself a certain latitude, perhaps from ,}, to jy, must 
be allowed.” Whether his view on this point remains unchanged we do 


1 Donders, Accommodation and Refraction of the Eye, p. 80. (Italics ours.) 
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not know; but can hardly imagine so careful an observer to be still in 
error on this simple point. The question before us is whether this com- 
mon residual tension is an organic tonicity or an habitual action. That 
no such “tone” is ascribed to the myopic eye is curious, if the first suppo- 
sition holds good. Is there, then, in the eye, a tension of the accommoda- 
tion which cannot be voluntarily relaxed? It may be confidently asserted 
that an emphatic negative will be given by every observer who has care- 
fully tested the matter. 

The assumption of such a “ tone,” like the hypothesis of negative accom- 
modation—really another phase of the same question—lacks the first posi- 
tive proof in its support. Negative evidence alone, cases of habitual spasm 
of the accommodation, can be adduced in its favor; and a single positive 
fact, did it stand alone, would scatter such support to the winds. The 
investigation before us fully answers the question, although its testimony 
has been generally overlooked. Cobn states: “ Jn 34 cases with H. m. in 
degree from x\s to yy there was no slightest increase of the H. after atropi- 
nization.” It may be remarked that full paralysis of accommodation was 
proven to have been attained in these cases, although in four others who 
remained apparently emmetropic, Acc. = and gy, respectively, 
was found remaining. Similar proof, were any needed, would be found 
in the investigations of Roosa (53) and Diirr (98). How two opinions 
on the subject can exist is the only matter of surprise to the writer, who 
has in hundreds of cases given the full correcting-glass as determined 
under a mydriatic pushed to complete paralysis of accommodation (and 
seen it done in thousands), and has rarely seen it necessary to reduce the 
strength of the glass because of persisting recurrence of the habitual spasm.’ 
His own low H., twice measured under full mydriatic paralysis, is entirely 
relaxed at will, and always taken into account in ophthalmoscopic mea- 
surements. The only noteworthy point, therefore, as to the admission of 
Cohn’s atropine work in our present study, is that especial weight is to be 
given to its showings, since in it was employed a means of accuracy lack- 
ing in others. 

The group of schools in which were found the results which have been 
given, practically represent the first three years of school-life ; and it is 
from this point that the course of the German Gymnasium takes its start. 
Intermediate schools exist in Germany as well as elsewhere, but they 
differ as to the upper limit of their curriculum, and in the aims and the 
class of the pupils attending them, rather than in the age of their scholars. 
While the distinction between these and the gymnasia is, therefore, very 
important in its bearing on the question of school-myopia, to our investi- 


1 The necessity, or, indeed, the advisability, of carrying this matter in practice to its 
extreme logical conclusion is a point which most ophthalmologists are by no means 
prepared to admit. Its practicability is the only question here raised, and is, in the 
writer’s opinion, too fully demonstrated to need more extended proof. 
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gation it is hardly more than incidental. We will group these institutions, 
then, by the side of the so-called “higher schools,” which aim at liberal 
education ; only premising that we are dealing now with pupils between 
the fourth and the twelfth school year, or between about the ninth and the 
eighteenth years of life. 

Combining the foregoing figures, we find as the result of examinations 
as to myopia in 50 gymnasiums and lyceums, 14 realschule, 7 seminaries, 
and about 50 other schools :— 

In 55,342 examinations (individuals or eyes) 14,907 = 26.94 p. c. myopic. 

Studying, now, those in which all conditions of refraction were sought, 
we obtain :— 

In 42,763 exam. Em. 15,996 37.40 p. c., M. 11,757 = 27.49 p. c., H. 18,145 = 30.74 p. c., 
the H. probably here, as before, fairly representing the manifest hyper- 
metropia, and the other figures the apparent myopia and apparent emme- 
tropia, respectively. In the studies where the H. t. was sought, we 
find :— 

In 9965 examinations Em. 2159 = 21.66 p. c., M. 2149 = 21.56 p. c., H. 5587 = 56. p.c., 

Here Just’s results are again excluded, as well as those of Weber, of 
Becker, and of Beselin, where the figures given are confessedly incomplete 
and not available for our purpose ; while Erismann’s 1825 — 43 per cent. 
H. m., Pfliiger’s 404 — 40 per cent. H. m., Emmert’s 2712 —76.1 per cent. 
H. m., and Kotelmann’s 273 = 48.8 per cent. H. m. are, of course, omitted. 
Studies of the relations of normal vision, apparent Em. and Em., of appa- 
rent M. and M., and of H. absolute, H. manifest and H. total, give re- 
sults closely similar to those already set forth, and need not be here 
repeated in detail. 

The data as to students of more advanced grade are limited, but doubt- 
less worth summarizing :— 


Age. Persons. Eyes. Em. M. H. m. 
Cohn, Univ. of Breslau, 17-27 410 134=32,7 p. c. —_ 5p.c. 16=37. p.c. 
Cohn, Medical students, 108 216 “a 1 88 
Girtner, Theol. Tibingen, +19 713 1426 
Derby, H., Graduates, Amherst, 254 
Collard, Univ. of Utrecht, 410 820 158 19.2 
Van Anrooy, Univ. of Leyden, 17-38 470 939 114 12.15 
Randall, Med. students, Phila. 19-34 71 142 51 188 37 26. 


17-38 2436 4207 1593=37.86 p.c. 2207=52.46 p.c. 392—9.31 p. c. 


In the first examination of this series H. abs. alone was noted; in the 
others: the H. manifest was sought, but only in that of the writer, which 
ends the list, does the attempt seem to have been made to find the H. total 
by the ophthalmoscope or other means. In this last case the results 
were 

71 Persons. 142 Eyes. Em. 30=21.1p.c. M.17=124 p.c. H. 93=65.5 p.c. 

And foral— 

Persons. 180 Eyes. Em.32 18.8p.c. M.17 944p.c. H.181 72.77 p.c, 
figures in marked contrast to those above. 
No. CLXXIX.—Juty, 1885. 10 
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Looking backward over the long array of investigations which have 
been here grouped together, a few words of general comment seem per- 
missible before passing to our conclusions. It is very evident that the 
majority of the studies cited can make no claim to being the unimpeach- 
able foundation for our investigation of the refraction of the human eye ; 
indeed few have been undertaken with the solution of any such question 
in view. The details of the methods employed in each examination 
would make clearer, perhaps, than is now the case, the true status and 
value of each; but lack of space excludes them, and the writer is unwill- 
ingly forced to group the studies and marshal their results as his study of 
the original data indicates is correct, and to set them forth apparently 
solely upon his own authority. Careful study of the original records will 
show, however, that the records have been in no instance classified, recast, 
or emended, arbitrarily; and if any judgment has been passed not fully 
upheld by the data furnished by each investigator, it has only been in 
holding as competent some of the investigations which are not a priori 
clearly self-condemned. In view of the great preponderance of the hyper- 
metropic refraction in all investigations where its presence has been 
sought with a care in any degree adequate, it must be as evident to others 
as it is to the writer, that many of the studies giving low percentages in 
this matter cannot be correct. Such a conclusion, however, would by 
many be deemed a result of reasoning a posterior’, and has not been here 
drawn. For the figures given, unimpeachable accuracy cannot be 
claimed, especially when the sources from which they are derived are 
rarely free from palpable errors ; and confusion and error are too easy of 
entrance to have been entirely excluded in the writer’s own work. All 
that repeated careful revision and verification can do has been sedulously 
employed to secure correctness, and where possible the data have been 
submitted for verification to the investigators themselves, to many of 
whom the writer’s thanks are therefore due. 

It is then evident, that for the solution of the broader questions of the 
prevailing condition of refraction and other similar generalizations, few 
of the investigations thus far made are fully available; and it is to be 
hoped that future students of the subject will recognize these shortcomings 
and furnish us with fuller, broader, and more accurate data. The oppor- 
tunities to employ mydriatics in extensive studies will continue to be 
very rare; it is therefore incumbent upon those who shall have such 
chances, if they would contribute fully to the elucidation of this important 
subject, to furnish at the same time data as complete as possible as to the 
vision without and with glasses, the accommodation and the apparent re- 
fraction, before the mydriatic, as well as the intraocular condition and 
the functional comfort of the eyes; and to furnish proof, where possible, 
that the mydriatic had been pushed to full paralysis of accommodation. 
Thus only can the strict requirements of the subject be met. For those 
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who are debarred from the use of mydriatics, combination of all other 
methods of study is necessary, if they desire to render as slight as possible 
the doubt which must always attach to determinations of the refraction 
made in eyes with unparalyzed accommodation. 

The following conclusions seem fully upheld by the results of the investi- 
gations thus far made :— 

1. Myopia is almost unknown in infancy and very infrequent before 
the beginning of school-life. In the earlier school-years its percentage is 
still low and it is only in the advanced classes, especially of the German 
schools, that it ever attains toa preponderance. It has been found in 
not more than 39 = 2.54 per cent. of 1534 eyes of infants, in not more 
than 28 — 7.86 per cent. of 356 eyes of children under the school-age, and 
in only 1582 — 6.79 per cent. of 23,315 eyes of children examined during 
the first three school-years—figures which more accurate methods might 
have made lower. Among 3052 eyes of young men, upon whom the 
school influence had not been excessive, it was found in 347 = 11.4 per 
cent.—a percentage which probably oversteps the maximum which it is 
likely to attain outside of the schools. 

2. Hypermetropia is the enormously preponderating condition in infancy 
and early childhood, and the first years of school life witness little reduc- 
tion in its proportion. Outside of the schools it remains by far the most 
frequent refraction throughout life, and in the schools it is decreased by 
the change of eyes to the myopic refraction in a degree apparently vary- 
ing according to the circumstances calling into existence that defect. It 
was found in 1400 = 91.26 per cent. of the 1534 eyes of infants exam- 
ined, in 291 = 81.75 per cent. of the 356 eyes of young children, and in 
2564 — 76. per cent. of the 3358 eyes of children in the elementary 
school years, among whom it was sought with adequate care. So also in 
the higher schools, it constituted at least 56 per cent. of the whole number 
of eyes studied by competent methods, being found in 5587 of the 9965 
examined. 

3. Astigmatism has been rarely sought with care, and the data with 
regard to its frequency are not sufficiently wide to justify definite conclu- 
sions. The findings of the studies where it has been well looked for, 
concur with the clinical work in indicating a measurable degree of astig- 
matism (0.5 D. or more) in the majority of ametropic eyes. 

4. Emmetropia in a mathematically strict sense has probably no exis- 
tence. Approximate emmetropia (Am. <+0.5) is infrequent in all ages, 
probably at no epoch exceeding 10 per cent. Its apparent proportion is 
swollen by the array of eyes ‘‘ not proven” ametropic, and we have but 
few studies where the accommodation has been with certainty set aside 
and its existence fairly well shown. Cohn among 299 atropinized eyes 
proved in no single instance its presence. Under homatropine Hansen 
found it in but 26 of 1610 eyes, and Diirr in 30 of 414 eyes: it consti- 
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tuted at most 60 = 2.6 per cent. of these 2323 eyes. Among the infants 
and young children 135 —7.36 per cent. of the 1834 examined under 
atropine may have been emmetropic ;, and Roosa’s brief study indicates 
that it is probably as rare in adult life, even when perfect function appa- 
rently proves its presence. 

5. The question of what is the normal refraction of the human eye is 
still an open one, and further material on the subject and closer study of 
the data in hand will be necessary before drawing conclusions as to it. 
Much light will be thrown upon the question by studies like Risley’s of 
the relations of normal vision, intraocular health, and functional comfort, 
to the refraction. For the present the conclusion of this author, whose 
work stands almost alone, may be accepted. ‘The emmetropic is the 
model or standard eye—since emmetropia is shown not only to remain 
nearly constant in percentage throughout the school life, but that it is also 
the condition of health, and withal enjoys the highest acuity of vision 
and the greatest freedom from pain.”’ Yet hypermetropia is the prevail- 
ing—almost the exclusive—condition of the refraction among most animals, 
among children, among uncivilized peoples, and among all eyes uninjured 
by the educational process. 

1806 Sr. 
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ArTICLE IX. 
DEVIATION OF THE NAsAL Septum. By J. W. Greitsmann, M.D., In- 
structor to the New York Polyclinic, and Surgeon to the German Dispensary, 
Throat and Ear Department, New York. 


ALTHOUGH the introduction of the laryngoscope nearly thirty years 
ago rapidly developed a new era in the diagnosis and treatment of diseases 
of the larynx, it is a much shorter time since greater attention is being 
paid by specialists to affections of the nose and its adjacent parts. The 
importance of rhinology cannot well be over-estimated when we consider 
the different functions the nose is performing in the human economy. 
The upper part of the nasal cavity, the olfactory region, presides over the 
sense of smell, whilst the lower one, the respiratory region, is the normal 
way for the air during the act of respiration. Interference with this natu- 
ral channel leads to mouth-breathing with its manifold subsequent evils. 
When the air passes through the nose, it is not only cleansed and moist- 
ened, but it also reaches the lungs much warmer than when breathing is 
going on by the mouth. Nasal respiration with closed lips further exerts 
a negative pressure of two to four milligrammes mercury in the oral 
cavity,’ by which the tongue is drawn to the hard palate, and the muscular 
action, maintaining the position of the lower maxilla, greatly assisted. 
The nose also acts the part of a resonant chamber for the human voice, 


1 The studies of Giraud-Teulon (Paris, Gaz. Hbd., p. 514, 1870), of Lopatin (Oljinski), 
of L. Zwingmann and of Buschbeck (Plauen, Vierteljrs. f. gericht. Med. u. of. Sanitaétew. 
Jan. 1881), have been thus far inaccessible. 

2 Mezger and Donders, Pfliiger’s Archiy fiir Physiologie, vol. x. 1875, pp. 89-94. 
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and nasal obstruction imparts to it the so-called dead character described 
in Meyer’s paper on adenoid vegetations. Finally, it is due to the ana- 
tomical relations of the nose to the eye and ear that cases of catarrhal 
conjunctivitis, lachrymal fistula, frequently only heal when coexisting 
nasal affections are relieved, and that the latter are, in an overwhelming 
number of instances, productive of aural disease often of the severest kind. 
Aside from the symptoms of nasal stenosis in a greater or less degree, de- 
viations of the septum are apt to cause disfigurement of the face, and 
also have some relation to the bony structures of the head, which will be 
exp'ained below. 

Pathology.—Our subject has till of late been rather neglected by medi- 
cal writers, and even some recent text-books do not treat it with the atten- 
tion it deserves. The nasal septum is formed of an osseous, a cartilaginous, 
and a membranous part; the components of the osseous septum being the 
vomer, the perpendicular plate of the ethmoid bone, and the crista nasalis 
of the upper maxilla and of the palate bones. The deviations occur on 
the anterior two-thirds of the septum ; the posterior part of the vomer has 
always been found straight, with the exception of a case of different diam- 
eters of the choane mentioned by Gruber.’ Welcker’ also saw a differ- 
ence in height of the two choane 13 times in 37 skulls, with deflection of 
the nasal bones. Other anomalies of the vomer posteriorly, as /. 7., its 
vertical division in two halves (Lefferts) ; its extension backwards to the 
pharyngeal wall dividing the nasopharynx into two lateral halves (J. N. 
Madrenzie, Major) do not strictly belong to our chapter. 

Deviations of the septum are so frequent that a perfectly straight septum 
is more the exception than the rule. Although they had been described 
over a century ago, Theile* was the first to publish statistics. He found 
in 117 crania 88 asymmetrical positions (73 per cent.), 41 deflections to 
the right, 45 to the left, twice a sigmoid-shaped inclination. Semeleder* 
saw, in 49 skulls, the septum bent to the left 20, to the right 15, sigmoid 
twisted 4 times (79 per cent.). Allen® met with narrowing of the left 
side 19, of the right 21 times in 58 skulls (69 per cent.), 6 of which ex- 
hibited contact between the superior and middle turbinated bones and the 
septum. Zuckerkandl’s* examination of 370 crania showed 123 symmet- 
rical and 140 asymmetrical positions of the septum; of the latter 57 in- 
clinations to the right, 51 to the left, and 32 sigmoid shaped. Loewen- 
berg’s’ proportion was 1 perfectly straight septum in 7 cases. The merit 


1 Gruber, W., Virchow’s Archiv {fiir Pathologische Anatomie, vol. 1xx., 1877, p. 136. 

? Welcker, H., Asymmetrien der Nase, in Beitrige zur Biologie, Stuttgart, Cotta, 
1882, p. 323; also reprint. 

5 Theile, Zeitschrift fiir rationelle Medizin, 1855, neue Folge, vol. vi. p. 242. 

* Semeleder, F., Die Rhinoscopie, Leipzig, Engelmann, 1862, p. 64. 

5 Allen, H., American Journal of the Medical Sciences, January, 1880, p. 70. 

° Zuckerkandl, E., Anatomie der Nasenhohle, etc., Wien, Braumiiller, 1882, p. 45. 

? Loewenberg, B., Archives of Otology, 1888, vol. xii. No. 1. 
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of having made the investigation of our subject on the largest scale and 
with the minutest accuracy is due to Mackenzie,' who examined 3102 
skulls, 2152 of which had the septum sufficiently preserved to be tested. 
He found deviation in 1657 cases (76.9 per cent.), the average deflection 
being 4 millimetres; the greatest degree being 9, the least half a milli- 
metre ; septa with still lower curvature being counted straight. The in- 
clination was towards the right side 609 (28.2 per cent.), to the left 838 
(38.9 per cent.); sigmoid in character 205 times (9.5 per cent.); in 5 
cases the septum was of “ zigzag” type. The preponderance of the left 
side being the narrower one, although perhaps not as prevalent as gene- 
rally assumed, is from the foregoing evident. The slight discrepancies of 
the investigators in regard to the percentage, probably resulted from the 
different methods adopted in determining the minor degrees of deviation. 
Europeans are generally more predisposed to the abnormity than other 
races, so Allen (/. c.) found in 93 skulls of negroes 21.5 per cent. ; Zucker- 
kandl (/. ¢.) in 103 crania of non-European 23 per cent. deflection ; 
whilst, according to Mackenzie (/. c.), of 438 symmetrical septa only 22.6 
per cent. were from Europeans. 

Curvature of the septum is often complicated with two anomalies, which, 
although not forming an essential part of it, are liable to aggregate already 
present mischief, and ought not to be lost sight of in the treatment. The 
first one is the presence of bony ridges, running along the septum and 
generally found on its convex side. When large and located at the lower 
part, they encroach upon the lower turbinated bone; when higher up, 
they press against the middle turbinated, obliterating the middle meatus 
and blockading the entrance to the antrum Highmori. The second ano- 
maly has been described by Delavan’ to consist in a hypertrophy of the 
middle turbinated bone in the otherwise spacious concave part of the nose, 
and occurring 11 times in 18 cases of deflection of the septum. This hy- 
pertrophy naturally interferes with the patency of the wider nostril, and 
the removal of the bone in such cases is advocated before operating upon 
the deflection. 

The deviations thus far spoken of refer only to the osseous structure of 
the septum, but, as the cartilage alone is often bent, the percentage during 
life is still greater. Any or all parts of the septum can participate in the 
deflection, and there are cartilaginous, osseo-cartilaginous, and osseous 
deviations ; the latter occurring in the perpendicular plate of the ethmoid 
bone, at the ethmo-vomerine suture, in the vomer and in the crest of the 
upper maxilla. 

The configuration and location of the deformity have induced several 
writers to make different subdivisions, in which each one seemed to be 


1 Mackenzie, M., Manual of Diseases of the Throat and Nose, London, Churchill, 
1884, vol. ii. p. 432. 
2 Delavan, D. B., Arehives of Laryngology, 1882, vol. iii. No. 3. 
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guided more by his personal experience and observation than by a strict 
anatomical investigation on an uniform basis. Thus Loewenberg (i. ¢.) 
distinguishes horizontal, vertical, and irregular deviations, of which the 
first can again be superior and inferior. Ingals' divides the cases into 
four classes, whilst Mackenzie? enumerates six varieties for the cartila- 
ginous part alone. In the opinion of the writer the most satisfactory ex- 
planation of the anatomical relations of septal deviations has been given 
by Welcker,® whose highly interesting studies, with the exception of one 
quotation in Mackenzie’s Manual, could not be found alluded to in English 
treatises, and to which to refer at some length may for this reason be 
justifiable. 

Welcker began his researches with the examination of his collection of 
666 crania, which was supplemented by another of 78 plaster casts at the 
Institute for Comparative Anatomy at Leipzig. He made a selection of 
skulls, showing decided deflection of the nasal bones from the median line, 
and it became at once evident that two principal distinctions had to be 
made: one in which the cartilaginous part deviates in the opposite direc- 
tion from the ridge of the nose (scoliotic noses graphically represented 
‘):); the other in which both parts form one continuous oblique line 
(noses deviating in toto to one side, thus -\-). The direction of the nasal 
bones, however, is no criterion for the deflection of the lower part and the 
tip of the nose, and the apertura pyriformis with its boundaries, especially 
the maxillar crest, is the deciding point. _Welcker always found with but 
one exception a peculiar shape of this aperture in pronounced deviation 
of the nasal bones from the vertical line, and calls skulls with this abnor- 
mity pteleorrhinal, because resembling the shape of the elm leaf. The 
anomaly consists in asymmetry of the sides, one being wider horizontally 
and shorter in its vertical diameter; the other being narrower and longer 
vertically, lessening when excessive, proportionately the height of the pala- 
tine process of the upper maxilla. The salient feature is that the anterior 
edge of the vomer and the maxillar crest, both of which support the quad- 
rangular cartilage, always deviate from the narrower and deeper cut-out 
side towards the wider and shallower side of the aperture. As further the 
deflection of the nasal bones coincides in different skulls, with the narrower 
as well as the wider side of the pyriform aperture, four main classes of . 
deviations are to be distinguished. We, therefore, have skulls with I. de- 
viation of the nasal bones to the left, and of the anterior edge of the vomer 
and the maxillar crest to the right; II. nasal bones, vomer edge, and crest 
to the right; III. nasal bones to the right, vomer edge and crest to the 


' Ingals, E. F., Archives of Laryngology, 1882, vol. iii. No. 4. 

* Mackenzie, J. N., Deflection of the Nasal Septum, reprint from Transactions of 
Medical Society of Virginia, 1883. 

Welcker, H., 1. c., pp. 387-349. 
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left; IV. nasal bones and crest to the left, number I. and III. representing 
scoliotic, II. and IV. in toto deviating noses. 

The deductions which Welcker drew from his investigation, and which 
he afterwards substantiated by his examination of casts, are summarized 
as follows: Asymmetry of the orbits often accompanies deflection of the 
nasal bones in the higher degrees of which the orbit is generally longer in 
its transverse diameter on the deflected side. Further, the plane of the 
pteleorrhinal aperture inclines from the median line of the skull towards 
the wider and shallower side of the aperture. All these skulls have a bent 
vomer, and its curvature is always found on the narrower, deeper side of 
the aperture, from which the above plane and with it the tip of the nose 
diverges. The same direction as stated above is taken by the anterior 
end of the maxillar crest and of the vomer because the latter will be in- 
clined, f. ¢., towards the right anteriorly when bent towards the left pos- 
teriorly. 

It is obvious that there are many cases of septal deviation in which even 
painstaking scrutiny cannot detect deflection of the nasal bones from the 
median line. But from the accompanying schematic drawing it will not 
be difficult to show how such and other instances of deviation can be 
arranged under the four headings previously named— 


1 I I 3 mM 4 W 


2 


The darker line represents the osseous ridge of the nose, whilst the 
lower finer line stands for the cartilaginous parts. The four Roman letters 
correspond, as is readily seen, to the four chief groups, the six forms under 
letter S are scoliotic noses, two of which in addition to the noses deviat- 
ing tn toto will have the tip turned to the right (R) or left (L) respec- 
tively. As numbers 1 and 38 are less frequent, also approach the configu- 
ration of I. and III., and as numbers 2 and 4 play only a subordinate 
part, we can in the main distinguish noses deviating I. to the left-right, II. 
to the right, III. to the right-left, IV. to the left. With this designation 
tallies the common usage with perhaps the one exception, that if the 
osseous part is strongly deflected, f. 7., to the left, but the tip only slightly 
to the right, the nose is generally called bent to the left, whilst here it is 
classified under number I. with deflection to the right. 

In Welcker’s examination of skulls only such presenting exquisite devia- 
tion of the nasal bones, 37 out of the whole number of 666 were selected, 
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whilst in that of the plaster casts 44 out of 78, also such with minor de- 
grees of deviation were made use of. As the writer could not find any 
corroboration of Welcker’s researches in the literature the subject was 
considered of sufficient importance to test his assertions. The investiga- 
tion, in which I had the valuable help of my assistant, Dr. Hubbard, had 
naturally to be made on a smaller scale, as the mnseums of our three 
universities contained only 268 skulls in sufficient state of preservation to 
be available for our purpose. Furthermore, the crania in the Museum of 
the University of the City of New York could not be removed from the 
glass cases on account of legal proceedings, and therefore not as carefully 
examined as was desirable. ‘The result was that we found 20 skulls show- 
ing decided deflection of the nasal bones, which is a trifle higher percent- 
age than Welcker’s (7.0 to 5.5), and, to be short, that we could only 
verify his statements in every particular. In group I. we saw three, in 
group II. nine, in III. four, and in IV. four crania, corresponding in all 
details with the description in the foregoing pages. 

Etiology.—In regard to the etiology opinions are divided up to the 
present time. Whilst formerly there was a tendency to consider almost 
all deviations congenital the opposite view seems now to gain ground 
(f.t., Ziem, Bresgen). There can be but little doubt that acquired as 
well as congenital causes are important factors in the production of our 
disease. The latter must not be understood as causing a malformation of 
the septum present at the child’s birth, but the different growths and de- 
velopment of the head in different individuals is the predisposing element 
for future deflections. The vertical diameter of the face of the new-born 
child is very short mainly on account of the small size of the upper maxilla, 
the height of which is about one inch.’ The floor of the orbit lies directly 
above the alveolz of the molar teeth, the antrum Highmori is represented 
by a small pouch on the anterior end of the middle nasal meatus, and does 
not form before the fourth month. The cribriform and perpendicular plates 
of the ethmoid bone are still cartilaginous; the latter begins to ossify 
towards the middle of the first year. The vomer is formed in the third 
month of intrauterine life by two ossifying plates, between which the 
original septal cartilage remains, often not disappearing before the thirtieth 
or fiftieth year. 

According to experiments of Fick (see Heuke) who removed large 
pieces of the septum in animals, their snout grew in an upward direction, 
which shows that it had been kept down by pressure of the septum from 
above downwards. The nasal septum is destined to serve as a prop, push- 
ing apart the upper maxilla from the base of the skull, and its growth will 
be greatly influenced by the maxillar palatine process, the shape of which 


1 Heuke, W., Gerhard’s Handbuch der Kinderkrankheiten, Tibingen, Laupp, 1877, 


Vol. i. p. 250 et seg. See also Watson, Diseases of the Nose, pp. 22 and 23. London, 
1875, 
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again is in a measure dependent on the development of the Highmore’s 
cavity. A high-pitched and narrow palatine arch naturally encroaches 
upon the growth of the septum in a vertical direction, and consequently 
often associates with septal deflection. The adherents of the view that all 
deviations are acquired (Ziem') explains this observation by stating the 
primary cause to be in the septum and not in the palate. But it will be 
difficult to establish always a preceding lesion of the septum and to make 
it accountable for a subsequent abnormal palatine curvature. Further- 
more, Jarvis’ recently referred to this configuration as occurring in four 
members of one family, father and three sons, which tends to indicate a 
hereditary predisposition to this palatine anomaly with the accompanying 
septal deviation. 

In this connection attention may be drawn to the investigation by 
Virchow of the development of the base of the skull.* He found a slight 
convexity upwards of the base in the new-born child, and calls it kyphosis 
of the base of the skull analogous to the curvatures of the spinal column. 
Marked kyphosis is complicated with diminished length of the cranial base 
and protrusion of the maxilla and teeth (Prognathy), whilst a straighter and 
longer base is associated with receding of the anterior part of the maxilla 
from the plane of the forehead and nose (Orthognathy). It is not impos- 
sible that orthognathy, which is prevalent in the Caucasian race, may bear 
some relation to the greater frequency of septal deviations in Europeans 
in comparison with prognathic races, and this supposition, although merely 
proffered as a hypothesis awaiting proof or denial by future researches, 
seems to be corroborated by the absence of nasal deflection in animals. 

Congenital influence does not seem to develop septal deviation before 
the child arrives at a certain age. Zuckerkandl saw none before the 
seventh, Welcker none before the fourth year. Trauma is generally the 
cause of acquired deflection, and occurs already in early infant life, f. i., 
injuries to the septum during difficult parturition. Blows, falls on the 
nose are very frequent, and often not remembered in later years. It is 
claimed by some writers that the habit of putting the fingers into the 
nose—by others, that the constant use of the pocket-handkerchief with one 
hand—bring on the deformity. Welcker (/. c.) propounds the theory that 
sleeping on one side accounts for nasal deflection to the other, which, con- 
ceded in regard to noses deviating én toto (see above number II. and IV.), 
gives no satisfactory explanation of the origin of scoliotic noses. Some 
deflections are due to tumors, fibrous polypi, etc. 

Symptomatology.—Many cases of septal deviation, especially those of 
minor degrees, produce no symptoms whatever, whilst others cause not 


1 Ziem, Monatsschrift fiir Ohrenheilkunde, etc. 1883, No. 4. 

2 Jarvis, Wm. C., New York Medical Record, March 14, 1885, 

8 Virchow, R., Untersuchungen tiber die Entwicklung des Schédelgrundes, p. 60 ¢ 
seq. Berlin, Reimer, 1857. 
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only an unsightly deformity, but are followed also by very annoying and 
sometimes grave consequences. Pronounced inclination of the nasal bones 
to one side interferes with the symmetrical aspect of the face, and in some 
instances also with the functions of the eye on account of the longer 
transverse diameter of the orbit. Anomalous curvature of the orbit deter- 
mines anomalous curvature of the eye in its different meridians and astig- 
matism has been observed conjointly with asymmetry of the face. 

The local symptoms are mainly those of nasal stenosis, including mouth- 
breathing, which have been so ably discussed by Roe,’ Major,’ and others, 

"as not to necessitate a lengthy description here. Be it only briefly stated, 
that aside from almost always present nasal catarrh, all the functions of 
the nose alluded to are liable to become affected. The sense of smell may 
be diminished or lost entirely (already observed by Rupprecht, Aerztliche 
Intelligenzblatt, No. 14, 1867). Habitual mouth-breathing changes often 
not only the expression of the face, but causes also catarrhal affections of 
the pharynx and larynx, and in some cases is held accountable for develop- 
ment of pigeon-breast in children. The nasal twang of the voice has 
already been mentioned. As to the ear the whole array of symptoms from 
altered atmospheric pressure in the middle ear to otitis media with per- 
foration of the tympanum and subsequent deafness can occur. Frontal 
headache, epiphora, even dropsy of the antrum have been observed, due 
to occlusion of the maxillar sinuses and the lachrymal duct. 

Although at first sight it would appear that symptoms of nasal stenosis 
are less aggravated in septal deviations on account of greater patency of the 
opposite nostril, there are several elements interfering with free respiration 
through the latter. The law of compensation, which we notice in some 
organs, does not apply to the nose. The one nostril does not grow wider 
when the other is impermeable. Further, the greater patency of the un- 
obstructed nostril is often the cause of catarrhal conditions in consequence 
of the feebler air-current and more difficult voluntary removal of secretion 
(J. N. Mackenzie). The frequent occurrence of hypertrophy of the middle 
turbinated bone on the wider side has already been referred to. Finally, 
sigmoid-shaped deviations may completely block up both nostrils. 

Rhinoscopic examination will easily disclose the nature of the disease, 
although sometimes the diagnosis of polypi has erroneously been made. 
Thickening of the septum, simulating deflection, can, if not by ocular 
comparison of both sides, very well be determined by Seiler’s® septometer, 
the index of which states the thickness of the tissue grasped between the 
calipers. 

Treatment.—The devices for the relief of nasal deviation are so manifold 
and so well described by their different exponents, that a short statement 


1 Roe, J. O., New York Medical Record, April 30, 1881. 
? Major, G. W., ibid., November 22, 1884. 
Seiler, Carl, Diseases of the Throat, Philadelphia, Lea’s Sons & Co., 1883, p. 83. 
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will suffice for our purpose. One of the oldest methods is the removal of 
the projecting part by the excising nasal forceps, one blade of which is 
introduced opposite the obstruction, and the forcep, when closed, acts 
like the ticket-punch of the railroad conductors. Blandin' introduced 
this operation, but did not publish the result of the case. Subsequent 
modifications of the instrument were described by Rupprecht,? Goodwillie,’ 
Roberts,‘ and others. This proceeding answers in many cases, and gives 
relief to the patient by creating a passage of air through the nose, and is also 
to be considered when time is an object, as it is quickly performed. But 
it has some drawbacks, which must not be overlooked. Although the part 
excised is not large enough to deprive the nose of its support, the purposes 
of the septum are best observed by retaining its integrity. The wound is 
slow to heal, especially in scrofulous subjects, the nasal secretions collect 
and dry on its edges, and are apt to induce scabbing and soreness. When 
the opening is small, a whistling sound during respiration is audible, and 
last, the deformity of the face in scoliotic noses is not removed. 

Demarquay® made an incision along the ridge of the nose, separated 
the mucous membrane from the prominent cartilage, cut the latter off, 
and united the edges of the mucous membrane, and then the outer wound 
with good result. Post® operated in a similar manner, but obtained access 
to the nasal cavity by dividing the side of the nose from the cheek. Wag- 
ner’ employs Goodwillie’s surgical dental engine, which moves revolving 
knives, saws, or trocars with a velocity of 2000 to 3000 revolutions per 
minute, and easily penetrates any desired tissue. 

In contrast to these energetic measures is Michel’s* proposal, who re- 
commends his patients to rectify cartilaginous deviations by digital pres- 
sure against the opposite side fifty to one hundred times daily. As this 
has to be done for quite a long time few patients will be found willing to 
adopt it. The attempt to destroy the resiliency of the cartilage by a cut- 
ting or paring-off process has given rise to another series of operations. 
Dieffenbach® excised either an oval or a wedge-shaped piece of the carti- 
lage, and united the cartilaginous with the membranous septum. Heylen” 
separated the mucous membrane from the cartilage in a patient twenty-one 


1 Blandin, in Denonvillier’s Compendium de Chirurgie pratique. Paris, Asselin, 
1852-61, tom ili. p. 33. 

2 Rupprecht, L., Wiener Medizinische Wochenschrift, No. 72, 1868. 

3 Goodwillie, D. H., Transactions American Medical Association, 1880, p. 806, also 
reprint. 

* Roberts, J. B., Medical News, March 18, 1882, also reprint. 

5 Demarquay, Gazette des Hépitaux, 1859, p. 470. 

6 Post, A. C., New York Medical Journal, 1884, vol. xxxix. p. 388. 

™ Wagner, C., Diseases of the Nose, New York, Birmingham, 1884, p. 101 e¢ seq. 

8 Michel, Die Krankheiten der Nasenhéhle, Berlin, Hirschwald, 1876, p. 29. 

® Dieffenbach, J. F., die operative Chirurgie, Leipzig, Brockhaus, 1845, vol. i. p. 
307. 

1 Heylen, M., Gazette médicale de Paris, 1847, p. 810. 
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years of age, and cut the latter off with strong scissors. The parts were 
kept in position by insertion of a probe and strips of adhesive plaster until 
union was effected. The result was good. Chassaignac’ operated in a 
similar manner, but pared off several slices of the redundant cartilage 
until he could bring it into the right position, and retained the parts in 
place by sponge tampons. Linhart? separates the cartilage on both sides 
from the mucous membrane before removing the deflected part. He lays 
stress on the complete preservation of the mucous membrane, which, he 
fears, is in danger to be cut away when the cartilage is denuded on the 
obstructed side only. Ingalls (/. c.) leaves the mucous membrane intact 
in the wider nostril and makes two incisions from above downward into 
the deviating cartilage representing an oval-shaped piece, which then is 
seized by its upper angle, drawn downward, and cut off. He as well as 
Linhart unites the mucous membrane by stitches. In all these operations 
the surgeon has to contend with working in a narrow field and with the 
blood interfering with his view. 

Two other operations with the similar object to overcome the resiliency 
of the cartilage deserve mention. Jarvis* employs his snare with trans- 
fixion needles without perforating the septum, and Roberts‘ has of late 
devised an original method by which he makes a long incision through 
the cartilage in a direction downward and forward with a scalpel, this 
allowing him to push the whole cartilaginous septum into the median line. 
He then introduces a steel pin into the nostril, passes it completely through 
the anterior segment of the divided septum, carries its head to the opposite 
side and retains it there by imbedding its point deeply in the immovable 
part of the cartilaginous septum at the back of the naris. If necessary, a 
second pin will keep the tip of the nose straight. 

The removal of the middle turbinated bone of the unobstructed nostril, 
before operating on the deflection, has been suggested by Delavan (/. c.), 
whilst J. N. Mackenzie (/. c.) snared off the lower turbinated on the de- 
flected side with rapid improvement following the restoration of the breath- 
ing to its natural channel. 

Scoliotic noses, osseous deviations, noses depressed by fracture, are best 
relieved by Adams’s operation.’ The instruments he uses are a strong 
forceps with flat parallel blades, a retentive apparatus in form of a steel- 
screw compressor, ivory plugs, and sometimes a nose-truss. After the 
bones are broken the compressor is worn three or four days, and then the 
plugs are inserted for two or more weeks. Modifications and improve- 


1 Chassaignac, E., Gazette des HOpitaux, 1851, p. 420. 
* Linhart, W., Compendium der Chirurgischen Operationslehre, Wien, Braumiiller, 
1862, p. 516. 
5 Jarvis, Wm. C., Archives of Laryngology, 1882, vol. iii. No. 4. 
* Roberts, J. B., Philadelphia Polyclinic, October 15, 1884. 
5 Adams, Wm., British Medical Journal, October 2, 1875. 
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ments of the instrument were designed by Weir,’ Jurasz,’ Capart, the late 
Elsberg of this city, and others. Weir also relates an original method for 
straightening depressed and for elongating shortened noses. The blades 
of Jurasz’s forceps are fastened to the handle by screws, and when released 
ean be left in the nostrils as a retentive apparatus, thereby doing away 
with the necessity of removing the whole instrument and inserting a com- 
pressor. Capart (Brussels) releases the blades by springs, and Elsberg 
had them made strongly convex at the joint to prevent contusion of the 
membranous septum. The latter instrument is an excellent retentive 
apparatus and does not cause sloughing of the septum, a cause of complaint 
with other compressors, but is too weak to break osseous deviations. 
Finally an instrument has been published by Steele,* which consists of a 
forceps similar to that of Adams, on the inner surface of one of the blades 
of which are attached several cutting edges like narrow knife-blades per- 
pendicular to the surface and crossing at a common centre } to ,°; of an 
inch in height. The other blade is fused with copper and is introduced 
in the obstructed nostril opposite the point of greatest deflection. After 
closure of the instrument the cut edges will override and thus allow of the 
straightening. The plug he uses afterwards is self-retaining by an acute 
angle on its anterior corner, which, fitting into a little pocket or sulcus, 
existing just in front of the outer nasal opening, keeps it from protruding. 

This instrument and the original Adams forceps with convexity of the 
blades near the joint, made for the writer by instrument-makers, Tiemann 
& Co., have given bim the most satisfactory results in the treatment of 
septal deviations. 


ARTICLE X. 


A Case or PARALYSIS OF THE LOWER EXTREMITIES WITH HYPERTROPHY 
OF THE SKIN, SUBCUTANEOUS, AND Muscuar Tissurs.4 By Joun K. 
Mitcuett, M.D., Resident Physician in the Episcopal Hospital, Philadel- 
phia. 


Mrs. C. H. S., et. 50, born in New Hampshire, was admitted to the In- 
firmary for Nervous Diseases, November 12, 1883. Family history good, 
except that father died at the age of 67 of softening of the brain. Mother 
died of some affection of the liver. Grandparents on both sides unusually 
long-lived. An attack of bilious fever at 20 years old is the only previous 
illness of the patient herself, other than the diseases of childhood. She was 


1 Weir, R. F., New York Medical Record, March 13, 1880. 

2 Jurasz, A., Berliner klinische Wochenschrift, No. 4, 1882. 

3 Steele, A. J., St. Louis Courier of Medicine, May, 1879. 

* Read by request before the Neurological Society of Philadelphia February 23, 1885. 
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married at 22, and has had two children by a first husband and three by a 
second ; one child died young of diphtheria and one was still-born after 
a severe labor. Her last child is fifteen years of age. She has had three 
or four miscarriages early in term. 

Her appearance as she lies in bed is that of a large, stout, bright- 
looking woman, not seeming so old as she is, with a fresh, clear com- 
plexion. She is and has always been very fat, and weighs now 226 pounds. 
About the upper part of the body there is nothing unusual to be noted. 
She moves her great bulk in bed by means of a strap attached to a gal- 
lows. Sometimes she finds her hands tire very soon of a continuous ex- 
ertion, and she has now and then a pricking in the hands and forearms 
which annoys her. The circulation in the smaller superficial vessels is 
feeble, even for so fat a person. The organs in the chest are perfectly 
healthy ; there is not a trace of congestion in the lungs in spite of her 
long supine position. Her urine is natural in color, quantity, and reaction, 
and shows nothing abnormal to any test or under the microscope. All her 
functions are naturally performed, and she is still menstruating. 

Nearly the whole of the lumbar curve of the spine is deeply marked 
with the scars of old blisters, and for about four inches in the middle of 
the curve there is tenderness and pain on deep pressure. 

It is some ten years since she first perceived any signs of failure in her 
legs; from her description it would seem to have been a lack of co-ordi- 
nating power at first. When she took active exercise, to which she was 
much averse, she was better. It was not until 1877 that her husband, 
himself a physician, realized the gravity of her trouble; at the time her 
legs were greatly hypertrophied, and have grown larger and larger ever 
since. She was then, however, still able to move about with slight 
assistance, although she had a continual dread of falling, and indeed did 
fall sometimes. During the summer of 1878 she was just able to get 
up and down stairs, and after some unusual exertion was finally obliged 
to take to her bed where she has ever since remained. In these five 
years the size of the legs has steadily increased, and their feebleness 
grown greater and greater, while at the same time there has been a 
gradual weakening of the muscles of the erector spine groups, so that an 
erect position has become almost impossible. There have been brief re- 
missions when she was stronger and more able, and every sort and kind 
of treatment, medicinal, instrumental, and dietetic has been used, none 
with any better result than a slight and temporary improvement. 

Both legs are enormously large, though this is scarcely remarkable con- 
sidering the patient’s weight. But the skin of the whole of both thighs, 
legs and feet is so hard and thick that it is impossible to pick or pinch it up 
anywhere, except by taking hold with the entire hand. It is not tense 
or strained, nor does it seem stiff; the feeling is exactly as if the skin 
had increased to five or six times its natural thickness. Through this 
leather-like tissue can be felt hard, brawny masses, unyielding to pressure, 
and although a little irregular in shape, occupying much the position of 
the natural muscular groups. The surface, as the touch perceives even 
through the skin, is not smooth and homogeneous, but has small depres- 
sions and elevations, and a more or less indented outline. 

The left thigh is larger than the right. Midway between groin and 
knee is seated a rounded oblong swelling, irregular, as I have said, both in 
profile and in surface, lessening toward the groin and toward the knee 
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rather suddenly into smaller like lumps, thus occupying the whole ante- 
rior aspect of the thigh. 

The circumference of the middle of the thigh is the same as at the groin, 
26 inches. On the right side is a swelling precisely like the one I have 
described, but not quite so large and distinctly harder. The inner side 
of each thigh presents a long, narrow, dense mass. Around the calf 
the right leg isa little larger than the left, and markedly harder, and 
both have in the place of the muscles of the calf hard and lumpy tissues 
beneath the thickened skin. The cutaneous thickening seems to diminish 
with the normal thickness of the skin, and to be less on the inner side 
of the thigh and leg, and over the dorsum of the foot and ankle. At the 
right ankle there is some edema, so that the pit made by deep pressure 
with a finger had not entirely disappeared at the end of seven minutes. 
The muscles on the dorsal surface of both feet are dense and enlarged like 
the rest. There is evident venous stasis in both limbs and both are mot- 
tled with bluish patches of congestion. There is no subjective sensation 
of cold. ‘The measurements of the lower extremities are as follows :— 


Right. Left. 
Groin ‘ ‘ - 25 inches. 26 inches. 
Around knee. - 204 18} 
Calf . ‘ ‘ 153 154 
Arch of foot . - 103 104 


Temperature. 
Right. Left. 
Upper part of thigh . 96° 954° 
Lower part of thigh . 92 96% 
Calf. ‘ ‘ ‘ 933 98 


The right leg began to bend at the knee about five years ago and soon 
contracted as it now is, so that as Mrs. S. lies in bed the middle of the 
popliteal space is about five inches from the mattress. The joint can be 
forcibly straightened without causing pain. The only pain which she 
ever suffers in the legs appears occasionally in this knee; it is not severe, 
and is always relieved by the forced extension of the limb. Sometimes 
there is slight jerking of the right leg without pain. Neither leg can be 
raised from the bed; both can be moved a little, with difficulty. The 
motion of the toes seems almost as free as it should be, but perhaps a 
little restrained by their hide-bound condition. Sensation is nearly nor- 
mal all over both limbs, though perception is not very rapid or acute. 

The electric conditions were so curiously confusing that at the risk of 
being prolix I give the result of the examination in full, only prefacing 
that the study was very carefully made. 

Faradic Current.—In the right leg the muscles supplied by the pero- 
neal nerve respond well to a current through the nerve, but to direct 
stimulation there is no action until the poles have been on the muscle 
fifteen or twenty seconds. The contraction is obscured by the reflex ex- 
citation in other muscles. In the right thigh a slight contraction was 
effected after the current had passed for one-half minute through the 
crural nerve. 
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In the left leg the muscles responded to applications to the peroneal 
nerve after one-half minute. In the left thigh the result of a current 
through the crural nerve was better, but not equal to normal. 

Galvanic Current.—The whole strength of a twenty-cell battery pro- 
duced no effect on the muscles of the right thigh and gave extreme pain. 
In the right leg, after an interval, the muscles supplied by the peroneal 
nerve responded well. 

In the left thigh no contraction could be secured either by direct or 
indirect applications. In the left leg, after a short interval, the anterior 
tibial could be stimulated to respond through the nerve, but no effect was 
gotten by direct currents. 

The patellar reflex is slight, but is undoubtedly present in both legs. 

Some explanation of the slowness of the reactions is afforded by the 
following table showing the cutaneous resistance to galvanism :— 


Measurement of Cutaneous Resistance (C. R.) to Galvanism. 


30 seconds.| 1 min. | 2min. | 3% min. 


On backs of forearms an ~ pecan of 20 
| cells gave a deflection of 
‘ 


inner surface of forearms 

‘* the bend of the elbows 

* inner surface of upper arms 

** outer surface of thighs 
| “ middle of anterior ate of thigh 
| * popliteal spaces ° 
| outer surfaces of lower legs 

“* inner surfaces of lower legs 

* calves 
| * on dorsal surfaces of feet 
| Six inches apart laterally in lumbar region 


The degrees are degrees of deflection of a galvanometer. 


The treatment which followed this lady’s admission to the Hospital 
consisted of mechanical tonics to the indolent skin and circulation and 
muscles of the legs, and of a diet restricted at first to small quantities of 
milk to reduce her enormous bulk. She was put on four ounces of 
skimmed milk every two hours, which was found to be enough for her 
needs. It was well borne, and caused no inconvenience. Very thorough 
daily massage of the legs, and daily applications of the faradic current 
to the muscles of the paralyzed limbs, and of the galvanic current to the 
spine, were added to this. 

Careful measurements of the legs were made before and after massage 
every day. It is remarkable that for several weeks there was noted with 
great regularity a diminution in the circumference of the legs of from one- 
fourth to three-fourths of an inch after rubbing. This refers only to the 
calves, as but very little change could be made in the thighs in this way. 
The size of the legs gradually lessened from 154 inches on Nov. 20 to 
14} inches, Nov. 29, to 13 inches, Dec. 10.. During the same time her 
weight had fallen from 226 to 215 pounds. A rubber bandage was care- 
fully and closely applied on the left side from below the knee to the waist, 
Dec. 1, and the right leg was put on a Stromeyer splint and the angle 
rapidly increased with the screw. The skin grew softer and the power 


| | 
10° | 
12 | | 
7 | 
11 
13 | 
13 | | 
5 
1 
0 | 10 | go 
| 
| ¢ % | 114 
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of movement of the legs increased a good deal under this plan. At the 
end of a month a little more liberal diet was ordered. 

In the middle of January, when her strength was so much improved 
that she was able to sit up alone in bed, or move herself to the edge of it, 
through the neglect of a nurse to change the splint and dressing, a small 
sore formed on the right heel and an attack of erysipelas followed. Qui- 
nine, wine, and iron were given; the massage and bandaging of the left 
leg continued, but the Stromeyer had to be removed. A daily stretch- 
ing of the leg by the nurse kept up the mobility that had been gained, 
and when the inflammation subsided an extension apparatus and a sand- 
bag kept the limb in good position. 

The patient was discharged from the hospital in the latter part of 
March. There was then a clear gain of power and bettering of the nu- 
trition and circulation in the extremities and a very considerable im- 
provement in her general health and condition, while her weight had 
fallen to the more comfortable size of 190 pounds. An electric examina- 
tion made a fortnight before her discharge compares curiously with the 
one made on her admission. 

Faradic current, normal. 

Galvanic current, normal, but restrained by reflex excitation. 

By the galvanometer the cutaneous resistance to 20 cells, galvanic cur- 
rent was measured by the deflection of the galvanometer as follows :— 


30 sees. 1 min. 
Each pole placed i in front of thighs . 15° 
dorsum of feet . eh 7+ 


Soon after my first notes of this case were made I removed with a 
canula and harpoon what I supposed to be two portions of the soleus mus- 
cle, inserting the instrument about two inches. On examination they 
proved to consist only of subcutaneous connective tissue. I could find 
nothing pathological in their structure when examined with the micro- 
scope, but Dr. Formad gave a different opinion, which I shall presently 
state. On a second attempt I secured a small fragment of muscle, this 
time taking it from the lower part of the calf of the right leg, and, as I 
think, from the gastrocnemius. I studied it carefully and was convinced 
that the muscular fibrille were both longer and broader than natural 
fibres, but I could find no other alteration ‘than that of size. There was 
no substitution of fatty or connective for muscular tissue, no atrophy or 
degeneration—nothing but a decided hypertrophy. All these specimens 
were submitted to Dr. Formad, who kindly sent the following opinion, 
saying, however, that he would like a further study of the muscular tis- 
sues. The securing of another fragment was rendered too dangerous by 
the erysipelas mentioned in the history :— 

‘The examination of the subcutaneous connective tissue revealed 
quite satisfactory results. It appears to give evidence of the existence or 
the development of elephantiasis, and the muscular tissue reveals true 
hypertrophy, some of the fibres yielding on measurement twice the thick- 
ness of normal fibres, compared side by side and similarly treated.” 

A number of micrometric measurements were made, both of the cells 
and fibres of normal tissues and of the fragments from the calf ase Mrs. 
S., so that there is no doubt of the accuracy of the result. 
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To sum up, this case presents a total of several unusual conditions: 
the paralysis, without any degeneration reaction, the enormous hyper- 
trophy of the skin and subcutaneous tissues, and the increase of the size 
of the muscles due to the extraordinary overgrowth of their fibrillar ele- 
ments. It has certain features in which it resembles scleroderma, and some 
that are like elephantiasis, and without the microscopic investigation it 
might have been taken for what on the first superficial examination of the 
patient we thought it—pseudo-hypertrophic paralysis. 

But the skin here had not the tense, hard induration which scleroderma 
shows. Scleroderma is usually found with more or less pigmentation ; it 
begins with pain and cedema, and is nearly always accompanied by atro- 
phy of the underlying muscles, and though it varies in position and may 
be limited or diffuse, it is, I believe, seldom or never so absolutely sym- 
metrical as the lesion I have just described. Certainly there is a slight 
likeness to elephantiasis in the skin condition, but the general fever and 
inflammatory symptoms of that disease were never present, nor has the 
course been like that of elephantiasis, which progresses by recurrent 
attacks. 

Nor on careful comparison does it seem much like the pseudo-hyper- 
trophic paralysis. The age of the patient—this paralysis is almost unknown 
in adults except where it has continued from infancy—the persistence of the 
knee-jerk, and the troubles being, even after lasting so long, entirely con- 
fined to the lower extremities, are some of the differences. Here, too, we 
can discover no loss of voluntary contractility in any other than the 
affected muscles, nor any atrophy of the pectoral or dorsal muscles, a con- 
dition which Gowers calls diagnostic of pseudo-hypertrophy. To the 
eye and touch, besides, the muscles in this case were much more lumpy 
and less homogeneous than they are in the false overgrowth, 

A few cases—six or seven, I think, only—of true muscular hypertrophy 
have been reported, all of them, so far as I know, by German writers. 
The overgrowth in all of them was limited to the muscular tissue, and 
the malady began after great and long-continued exertion, or after de- 
pressing disease or injury. All of them were unilateral and in one limb 
only. Studies of extracted fragments of muscles showed the fibres to be 
double the natural breadth, and demonstrated an increase in the number 
of nuclei. 

So far as I have been able to discover during the year which has passed 
since I first examined the case, there has been nothing like it known, and 
I think I have shown good grounds for saying that the complexus of 
symptoms is entirely a new one. 

I am indebted to Dr. Massey, Electrician to the Infirmary for Nervous 
Diseases, for the use of his notes of the electrical examinations. 
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ArTICLE XI. 

A Case OF VITILIGO INVOLVING THE WHOLE SurFACE.' By Henry W. 
SretwaGon, M.D., Physician to the Philadelphia Dispensary for Skin Dis- 
eases, Chief of the Skin Dispensary of the Hospital of the University of 
Pennsylvania, etc. 


Tue patient, a male, aged 37, whose disease will be briefly sketched in 
this paper, came under my care in June of 1880. He is of Austrian birth, 
coming to this country when sixteen years old. Is of robust health, dark 
complexion, and always had a naturally dark skin. In 1870 or 1871 he 
was taken down with an attack of smallpox, from which he made a good 
recovery, with but a moderate degree of scarring. From the time of his 
arrival in this country up to ten months ago, he followed the occupation 
of a longshoreman. 

Six months after the attack of smallpox he noticed a few small pea- 
sized pale spots on the face, to which, however, he gave but little thought, 
and no attention. Several months later on, spots of the same character 
appeared on the backs of the hands, while those on the face had become 
more noticeable from the fact that the surrounding adjacent skin had 
grown considerably darker than that on other parts of the body. As 
summer advanced, although there was only a slight increase in the size 
of the spots, yet they had become even more conspicuous from the general 
sun-bronzing resulting from the constant exposure which his occupation 
necessitated ; the paleness of the spots remained unaffected. During the 
latter part of the summer the patches continued to grow slowly; never at 
a stand, although at this time, and for several years subsequently, the in- 
crease from month to month was barely perceptible. 

So the disease progressed until about six months before his coming 
under my observation, when it began to extend much more rapidly, show- 
ing itself upon the arms, legs, and trunk, while the individual patches 
themselves grew much larger. There were, as usual, no subjective symp- 
toms. Dyspepsia was the sole trouble he had during this time ; this was 
tolerably severe, and persisted throughout. In fact it had been present 
before the patches appeared, and still persisted. At the time of his coming 
under my care the disease had involved a greater portion of the whole 
surface. The eyes were ringed with a border at least two-thirds of an 
inch deep; other parts of the face were also affected. The backs of the 
hands were almost completely occupied with the characteristic pale patches. 
The forearms, the arms, legs, and thighs, as well as the feet and trunk, 
were likewise involved. Immediately surrounding the patches the skin 
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was considerably pigmented, to such a degree, indeed, as may be looked 
upon as extraordinary even for a case of vitiligo. The pigmentation ex- 
tended several inches beyond the edges of the leucodermic patches, becom- 
ing less intense as the distance from the patches increased, and gradually 
fading away into the normal skin. Between the pigmented borders of the 
patches the skin was of the natural color. The patches, as the patient 
stated, were extending rapidly, and many were becoming confluent and 
covering large areas of surface; in fact, the disease, the past six months, 
according to the statement made, had involved several times as much sur- 
face as the seven or eight years preceding. The hairs on the parts affected 
were to a great extent white or grayish. Several tufts of white hair could 
be seen in the scalp. The man was indifferent as regards the condition of 
the skin, and had been referred to me by the resident physician of the 
dispensary, to whom he had come for relief of his dyspepsia. 

I saw the patient ten days later, in the mean time a pepsin mixture 
having been prescribed; the patches, even after so short an interval, 
seemed a trifle larger, and the excessive surrounding pigmentation re- 
mained remarkably conspicuous. The patient was not seen again until 
one year ago, and then only accidentally. The whole surface was an un- 
natural white. To one unacquainted with the patient his appearance 
would probably have excited no further comment than that he was just 
recovering from a severe illness which had produced profound anemia. 
It resembled the paleness seen in the last stages of phthisis and albumi- 
nuria. To a close observer, however, the whiteness could be seen to be 
of a different character from that in the diseases referred to. It was 
more of a dead, marble-like whiteness. ‘There were two small patches of 
pigmentation on the cheeks, which were evidently traces of the confluent 
pigmented borders of the vitiligo spots. The man considered these the 
last vestiges of the disease. As large areas of the skin became white 
from the running together of the vitiligo patches, the islets of pigmen- 
tation—fragmentary portions of the confluent pigmented borders—were 
viewed as the disease, and the whiteness as returning natural skin. The 
patient was aware, however, that his skin was now much paler than before 
the disease began, and what is still more to the point, in answer to ques- 
tions, stated that the skin, so far as the paleness was concerned, was unin- 
fluenced by exposure to the sun, the same as he had noticed in regard to 
the individual patches before. This was the case. The patient followed 
the same occupation, and, although it was summer, and he had had the 
usual amount of exposure, the paleness of the skin was unaffected and 
presented the unnatural appearance described above. 

Several months ago I sent for the patient, and a glance showed the 
same condition as had been noted when last under observation, except 
that the few islets of pigmentation referred to had disappeared and given 
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place to the unnatural paleness of vitiligo. The color of the hair had 
undergone no appreciable change. A thorough examination of the whole 
surface showed that on parts of the trunk the skin exbibited a tendency to 
a return of the natural color. The patient’s general condition was about 
the same, dyspepsia being his sole complaint. 


ARTICLE XII. 


Tue TREATMENT OF HemorRHOIDs BY INJECTION. By Cuas. B. Kexsey, 
M.D., of New York. 


Axovt five years ago in the first edition of my work on Diseases of the 
Rectum I committed myself to a favorable opinion of the treatment of 
hemorrhoids by injection in the following words :— 


‘* The treatment of hemorrhoids by injection of certain substances, chief of 
which is carbolic acid, may now, I believe, be accepted as a surgical procedure 
of a certain definite value, and one worthy of a place among the recognized 
means of cure at ourcommand. Originating as it did among the quacks, it has 
been looked upon with suspicion, and its adoption by the profession has been 
followed by the accidents which generally attend a new remedy before its applica- 
bility is fully understood ; but this does not diminish its real value.’’ 

This was written in the face of the fact that none of our standard text- 
books on the rectum spoke favorably of this treatment, and those who 
did not pass it over in silence only referred to it in condemnation. 
Allingham was then as now upholding the ligature, and Smith the clamp 
and cautery, The former in his edition of 1879, p. 117, says :— 

‘*Many American surgeons who come to see the practice of St. Mark’s have 
repudiated the treatment in round terms, and call it uncertain and dangerous.” 

He does not “ feel quite satisfied” that Cook has made out a good case 
for the carbolic acid treatment; but seems satisfied that Matthews, of 
Louisville, has made out a good case against it as being painful, insuffi- 
cient, and liable to cause death from peritonitis, embolism, and pyzmia. 
He says :— 

‘«T tried the injection plan on some few cases, but the result was much pain, 
more inflammation than was desirable, a lengthy treatment, and the result doubt- 
ful, certainly not a radical cure.’’ 

Dr. Matthews’s paper to which he refers was read before the Kentucky 
State Medical Society in 1878, and a copy of it was in my possession. 
He seemed a little uncertain in his dictum, was generally, as Allingham 
says, against the acid and in favor of the ligature, but still used the acid in 
certain selected cases, and seemed to like it. I did not know that Cook had 
tried to make out a case for the acid; the only reprint of his which I had 
on the subject being decidedly against it. He probably wrote differently 
on the subject at another time. 
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At that time these opinions had the greatest weight with me. In fact 
the only way of curing hemorrhoids which I could really recommend was 
Allingham’s way, and I invariably practised it. Since then I have come 
to prefer Smith’s operation where any so-called operation is indicated ; 
but in the mean time a certain unanswerable argument was submitted to 
me every few days which I was obliged finally to acknowledge. This 
argument came chiefly from the practice of a near neighbor in New 
York, who, though an irregular practitioner, certainly had a way of curing 
piles which might cause more inflammation than was desirable, and might 
be lengthy, but certainly caused no pain, no peritonitis, embolism, or 
pyemia ; and although the result might be “ doubtful and certainly not a 
radical cure,” yet it satisfied the patient thoroughly. 

Again and again in this stage of my practice I have advised the opera- 
tion by ligature and have had my patients tell me a few months later that 
they were cured, positively, satisfactorily, and painlessly, without opera- 
tion, and without confinement to the house. Moreover, they were cured 
by injection. It is useless to uphold recognized and time-honored prac- 
tice in the face of such evidence as was constantly thrust upon me without 
careful investigation. 

These were not ignorant dispensary patients, but gentlemen and ladies 
of intelligence ; and after fighting the logic of facts as long as I could, it 
finally impressed itself upon me that an intelligent man who had suffered 
from piles ought to know whether he was relieved or not ; and I began the 
treatment by injections timidly and cautiously at first, collecting all the 
information possible and making many experiments. When a patient 
would consent I still operated by the ligature, reserving the other plan for 
those who positively refused operation, and giving rather doubtful opinions 
as to its permanent results. 

Since then my ideas have changed. Out of all the cases of hemorrhoids 
which have come to me during the past two years I have only “ operated” 
twice, and yet I have no reason to believe that I have failed to effect a 
satisfactory cure in any case. These cases are both peculiar and may 
perhaps be of interest. 

Case I.—A gentleman from a neighboring State came to me one day 
with the statement that he was ‘afraid he had been a fool.” Several of 
his friends (good people of good judgment and sense) had been cured by 
a quack in N. Y., of the piles. No operation had been done; they had 
suffered no pain; had not been confined at all; and were perfectly well 
according to their own ideas. One of them was a bank president, the 
other a prominent man of business, and on their recommendation he had 
visited the quack and had submitted to an injection of carbolic acid, 
which bad not caused him anything but the most trivial annoyance. 

He had returned to his home and meeting his family physician the 
next day had related his very satisfactory experience. The physician 
told him he had made a mistake and was taking a great risk; that the 
man he had seen was a quack ; that carbolic acid injections were all non- 
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sense ; and advised him to hurry down to me. He came the next day 
demanding an operation.. The injection was working well, would cer- 
tainly have cured the large hemorrhoid into which it was placed ; and if 
the patient had asked my advice I should have been obliged to have told 
him to.go on with his quack or let me take the place of the quack and go 
on with the same treatment. However, he had * come for an operation,” 
he “did not want any more nonsense of that sort,” and he wanted me to 
“cut them off.” I did it with the clamp and cautery, and the man went 
home cured and satisfied, 


The second case was a peculiar one. 


Case II.—The patient had been a sufferer from piles for many years, 
and the tumors were large, prolapsed easily, and caused him much annoy- 
ance. About a year ago one of them at the verge of the anus became 
inflamed, suppurated, opened, and discharged. It opened both on the 
cutaneous and mucous surfaces by a large patulous opening, and left a 
subcutaneous fistula through which the little finger could be passed. The 
fistula was broad and shallow; the tissue which made it a fistula very 
slight ; and in the cutaneous orifice of this canal appeared a mass which 
puzzled his attending physician and likewise puzzled me when I first saw 
the case. 

I was summoned by telegram to come to the middle of the State, and I 
found the following condition: The external orifice of the fistula was 
first seen near the verge of the anus; large, patulous, ragged, admitting 
easily the tip of the little finger. Filling this orifice from within was a 
round cauliflower growth ; evidently too big to get through the orifice and 
yet filling it from within like a ball valve. It was this thing which had 
led to my being called, the attendant having in his mind cancer, gumma, 
and all sorts of complications. 

The patient was etherized, and the growth, which puzzled us both, found 
to be an internal hemorrhoid trying to protrude through a subcutaneous 
fistula. The condition was simply this: a large cutaneous tag had 
suppurated and opened on the cutaneous and mucous surfaces by large 
patulous openings. An internal hemorrhoidal tumor had entered the 
mucous opening from above and was trying to escape from the cutaneous 
opening below. I divided the bridge of tissue which formed the fistula and 
removed the hemorrhoids by the clamp and cautery operation. The 
patient went around a little too soon, and when he reported to me in the 
city in the fall, had an unhealed wound which it took several weeks to 
cure. 


These are the only two cases in which I have put a patient under ether 
to cure his piles in two years and more. In that time I find by an 
examination of my case-books that I have cured over two hundred cases 
of hemorrhoids by the injection of carbolie acid. 

It is impossible for me in an article of this nature to give the particulars 
of each of these cases, nor is it necessary. I shall simply report a few of 
the most typical of them in detail, and then give the general conclusions 
to which I have arrived from my experience with this method of practice. 

Case III.—Man, aged 50. Had suffered from hemorrhoids for several 


years, and was in very bad general condition in consequence. There was 
pulmonary trouble and loss of sexual power, much emaciation, and the 
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usual signs of the loss of blood. The tumors prolapsed easily and were 
very large. The sphincter was relaxed, and the slightest straining was 
sufficient to bring down the whole circle of mucous membrane. There 
were five distinct tumors, three of them larger than are often seen; and 
joined with them a decided prolapse of the anal mucous membrane. 

Injections were first made into the more prominent individual tumors, 
and then into the hypertrophied mucous membrane over the external 
sphincter. The treatment lasted ten weeks in all before he was finally 
discharged cured, and ended about three years ago. He called on mea 
few weeks since and reported himself still perfectly well. There had 
been no bleeding, and no tendency to protrusion. The only sign of his 
former trouble was the presence of a couple of cutaneous tags which had 
never caused any uneasiness, and which I had not thought it best to 
remove while he was under treatment. 

The first few injections in his case caused him some pain, and he used 
an opium suppository two or three times. One injection caused a 
decided slough of a tumor well up the bowel; and one, placed in the 
centre of a large muco-cutaneous tag, caused suppuration which discharged 
on both its surfaces, the mucous and cutaneous, leaving a small bridge of 
tissue between, which I snipped with scissors. 


I give these particulars because the case was a bad one as such cases 
go, and caused an unusual amount of trouble. 

But, during it all, the patient was at no time confined to the house, or 
unable to attend to his business; in fact most of the time he was free 
from all suffering, was perfectly satisfied with what was being accom- 
plished from week to week ; and at no time would he have entertained 
the idea of an operation. 

The following case illustrates what may be done under even more 
trying circumstances. 


Case I1V.—Man, aged 25, waxy from loss of blood, very weak, and 
with organic heart trouble. His lite had been a very hard one, and though 
anxious to have something done for many years, his circumstances had 
only just become such as to permit of it. He had had a prolapse since 
his early childhood, and could never remember the time when there was 
not a protruding mass from the anus and a discharge of blood at stool. 

On examination I found the anus surrounded by a cauliflower growth 
which at first sight it was difficult to diagnosticate. It was covered by 
pale, flabby, unhealthy granulations which bleed a little when scraped, 
and seemed inclined to bleed more except for the lack of blood in the 
man’s veins. It was not very sensitive to the touch, never returned 
within the bowel, and gave rise to a slight mucous discharge. Defecation 
was not particularly painful, and the sphincter was relaxed. The mass 
was not evenly developed all around the anus, but was larger on both 
sides than in front or behind. At first sight I was inclined to consider it 
cancerous, but it was simply an old prolapse which had undergone the 
usual changes which a prolapse of twenty years’ duration outside of the 
body will undergo. 

I selected the most prominent part of the tumor, one of the lateral 
halves, and injected into it a fifty per cent. solution of carbolic acid. 
The application itself caused only trifling pain, but the next day the 
patient preferred to spend on his back, and a week later a large slough 
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had separated leaving a healthy surface, and the tumor was reduced 
about one-third. This treatment was repeated three times at intervals of 
a week, and at the end the external mass had almost disappeared. The 
injections were then carried further up within the anus, each one causing 
the disappearance of a part of the mass, and in about eight visits the man 
was cured, having been confined to his room only a single day after the 
first application. There can seem to be no question as to the permanency 
of this cure, for the tumor is as completely gone as it would be after an 
operation with the clamp and cautery. 


These two cases make about the worst showing for this method of treat- 
ment of any in my case-book, and are given for that reason. In both the 
time required for a cure and the suffering caused by the injections were 
at the maximum, and yet both were perfectly satisfactory to the patients 
while the treatment was going on, and the results were equally satisfactory 
to me in the way of radical cure. 

The element of time by this method is seldom of much importance 
though it occasionally comes in as in the following case. 


Case V.—A man, aged 40, from the Black Hills, stopped over in N. Y. 
on his way to Florida and was referred to me by Dr. R. W. Taylor. His 
piles were of moderate size, but prolapsed easily and bled freely. He had 
once, four years previously, been on the operating table with the ether 
over his face, but changed his mind at the last moment; the sight of the 
instruments to be used being too much for his courage. 

He wasin great haste to leave the city, and being in good condition 
and full of nerve, I determined at his earnest request to push things. I 
made four injections into four separate hemorrhoids within three succes- 
sive days. He waited three days longer to see that no bad results fol- 
lowed, and left the city on the seventh day. On the fourth day there was 
pain, but the man was much disappointed that I refused to make another 
injection, and at no time thought of resting from his business in the city. 
After the fourth day there was no protrusion and no bleeding; by the 
seventh day he pronounced himself cured and promised to notify me if 
there should be any return of trouble. 


That was eight months ago, and I have not heard from him, and do not 
expect to. Still, I do not advise any such haste in treatment, and relate 
the case merely as an example of what can be done. The following cases 
are fairly average ones both as regards the time and the suffering. 


Case VI.—Physician, aged 50. Hemorrhoids for several years. The 
protrusion and suffering were such as to seriously interfere with profes- 
sional work. The first injection was made May 20, the last July 11, at 
intervals of one week. There was marked improvement after the first 
one which steadily increased till the last. Never during the treatment 
did he suffer &s much pain as he often suffered from protrusion before the 
treatment began. 

Case VII.—Sent by Dr. Bullard. Man, aged 42. Severe and long- 
standing hemorrhoids. Bleeding very profuse, and the protrusion such as 
to interfere seriously with his work. ‘The treatment was begun Mar. 18, 
1883, and ended May 6, the injections being made once a week. There 
was immediate relief after the first one, and steady improvement to the end. 


| 
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At no time was there any suffering, and the duration of treatment could 
easily have been shortened one-half had it been desirable. This case has 
remained perfectly well to the time of writing. ; 

Case VIII.—Sent by Dr. Campbell. Lady, aged 42. Nervous and 
timid. Hemorrhoids moderate in degree but causing much suffering. 
Treatment begun Feb. 17, ended April 7. Injections were made once a 
week, sometimes twice, and never caused more than trifling pain. 

Case IX.—Sent by Dr. Zolnowski. Man, aged 55. Had suffered for 
many years. After a single injection into the most prominent tumor this 
patient was so sure he was completely cured that he remained away for 
some time. He had absolutely no pain, and after a couple of weeks took 
a five mile walk—a thing he had been unable to do for years—to tell me 
the result. Two other injections were made at my request into other 
tumors, and the patient discharged perfectly satisfied. 

Case X.—Sent by Dr. Spitzka. Man, aged 47. Suffering from loco- 
motor ataxia and hemorrhoids. Eight injections were made at weekly 
intervals. This patient only came to the city once a week to transact 
business. He always came first to my office, and never found that the 
injection he received caused him any uneasiness during the day. 


Let me now state a few general facts. After an experience which I 
consider amply large for a fair test of this plan, it has become my routine 
practice. I no longer advise a patient first to be operated upon, and 
adopt injections when he or she has refused, as was my former practice ; 
but I advise this from the first and promise a painless, radical cure in a 
few weeks without confinement to the house. This point of confidence 
was not reached without many misgivings. I had the benefit of nobody’s 
former experience, and had to reach my own conclusions by trials on care- 
fully selected cases. In all my cases I never have known a patient 
abandon the treatment after it was begun but once or twice. In one of 
my early cases (I think the third in which I practised it) the gentleman 
suffered more from the first injection than he ever had from his piles, 
which were really very insignificant ; and having an intercurrent attack 
of malaria, abandoned the idea of being cured. 

In another (an hysterical servant girl) there was terrible imaginary 
agony before I was able to make an injection at all, but after it was made 
she announced that the pain was really trifling. In one other case a man 
began the treatment and disappeared after the first injection, but probably 
because of a sudden call to the West which he warned me might come 
at any time. One case, therefore, refused to continue the treatment on 
account of pain, and two disappeared after the first injection for some 
unknown reason. These are the only ones in my experience who after 
the first injection were not anxious to continue till cured, and were not 
under observation to the end. 

In all of my cases I have never failed to effect a perfectly satisfactory 
cure—one which I consider as radical as by any other method of treat- 
ment. Many of them have been under observation four years since the 
cessation of the treatment with no return of symptoms. If in any case 


176 Kesey, Treatment of Hemorrhoids by Injection. [July 


there has been a return I have failed to hear of it, and as I have been 
particularly anxious en this point, and have offered every inducement for 
the patient to return, I should probably have heard from some of them. 

In no case have I had an accident of serious nature. Never any signs 
of embolus; never any serious sloughing or inflammation; no trace of 
pyemia or hemorrhage. The injections which I use varying from the 
pure carbolic acid, to a ten per cent. solution of the same, often cause a 
slough ; but the amount of sloughing has always been in direct proportion 
to the strength and quantity of the injection; can be regulated at will; 
and has never been of sufficient extent to cause me the slightest mental 
uneasiness. In some cases I deliberately cause a slough each time I 
make an injection ; in others I carefully avoid a slough. Either can be 
done at will. 

There has never been any constitutional disturbance, any retention of 
urine, any febrile reaction, or any of the usual symptoms following either 
the operation with the ligature or the clamp; and I have never been 
troubled by a wound after the separation of the slough which has 
required any additional treatment to induce it to heal. 

At the present time I have under treatment a young man from whom 
an hemorrhoid was removed over two months ago by the ligature. He 
went to his business on the third day after operation and seven weeks 
after came to me with a large unhealed wound discharging and bleeding 
freely. The hemorrhoid was apparently at the verge of the anus; at all 
events there is a tag of skin with an ulcerated internal surface which ex- 
tends well up within the sphincter. Such a case is much harder to cure 
than any case of hemorrhoids. It may be said that the man was allowed 
to go about too soon after the operation. Probably he was. I have 
reported one case in this article where the same accident happened after 
an operation of my own though the patient was kept quietly in his room 
for ten days by his attendant. I have never seen any such result follow 
the injection of carbolic acid. 

As regards the amount of pain caused by the injections, I have had 
several physicians whom I have cured by this plan (judging from my 
own practice it is a favorite plan with the profession) assure me that they 
suffered no more pain than an ordinary hypodermic puncture into this 
very sensitive part would cause. For a couple of minutes there was a 
smarting, tense feeling, and after that no sensation whatever. This has 
been repeated six or eight times till the patient was cured ; but there was 
no secondary suffering, and the intervals between each injection were 
passed in absolute comfort. This evidence is particularly valuable as 
coming from such a source. On the other hand, I have had a patient 
faint on the table from the first injection. This is rather startling and 
not at all pleasant for the operator. However, I have never seen it but 
twice, and I remember that I have seen exactly the same thing twice 
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from vaccination. In fact pain is difficult to estimate, and the pain 
which will be caused by this treatment is now the only doubtful point 
connected with it in my own mind. 

I generally make ample allowances, err on the safe side in my prog- 
nosis, and begin gently till I get the confidence of the patient. It varies 
much. One patient will say it is absolutely painless, will press the part 
for a moment, declare it is all gone, get up and do an active day’s work. 
Another will complain of more or less soreness for five or six hours. 
Only in rare cases will one go home and spend part of the day in bed, and 
worse than the latter I have never seen. I formerly gave each patient 
some opium suppositories to use in case of necessity. Never but once or 
twice have they availed themselves of them. 

Compare this experience with the universal experience with Allingham’s 
operation. I have never seen worse pain, lasting sometimes a week, than 
that operation can cause. I have in my own practice kept a patient 
fully under the influence of morphine for a week; seeing her day and 
night at frequent intervals ; to try and get relief from the constant spasm 
of the sphincter and levator caused by the presence of the ligatures. 
Again and again I have been reproached by my patients who have made 
a good recovery, but who have assured me that they would never go through 
the same thing again. More than one woman has told me that the pains 
of childbirth did not compare with what they suffered after the operation 
for piles. This I believe to be not an uncommon experience, for I have 
seen it in strong men and delicate women, patients of my own and those 
of others. I have done the operation many times, and have abandoned it 
for this and other objections to it, which 1 do not care now to discuss. I 
have found Smith’s operation much more satisfactory, as he told me I 
would if I would only try it. 

Dr. Matthews, in his ‘‘ Objections to the Use of Carbolic Acid,” already 
referred to, says :— 

‘‘ Admitting that a slough is produced and the wound left to heal by granula- 
tion, I fail to see any advantage over the ligature. You have as large a base to 
heal, consequently a longer time to effect a cure.’’ 

There seems to be truth in this, and yet it is easily answered. Ist. In 
only a few cases is slough produced. 2d. A granulating surface left after 
a slough caused by carbolic acid which refuses to heal spontaneously must 
be very rare. I have never seen one out of many such cases. Probably I 
have caused sloughs and granulating surfaces resulting one hundred times 
in two hundred cases in five years. I never have had to treat one locally 
to induce it to heal. During the same time I have had to treat several 
caused by the ligature, and very bad cases to treat they were. But, sup- 
posing, with Matthews, that the sloughs are the same, and the time and 
trouble it takes to cure them the same ; the difference in the way they are 
caused is very great, and herein is the advantage of the one treatment 
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over the other. The result being the same, my patients much prefer to 
have their slough caused by an injection of carbolic acid than by the 
operation with the ligature. If a man is to suffer execution, he might 
prefer being shot to being flayed alive. 

There is but one more point. In my experiments on this subject I 
have tried iron, ergot, and ergotine, and have abandoned them all. In 
cases even of severe prolapse I prefer to inject carbolic into the 
tumor rather than ergotine around the tumor. It causes less pain, and is 
more reliable. The strength of the solution of carbolic acid varies greatly. 
I have three solutions constantly ready, one of fifteen per cent. one of 
thirty-three, one of fifty, and sometimes use the pure acid. In a severe 
ease I begin with the stronger ones, in a mild case with the weaker. A 
bad case of well-defined, prolapsing internal hemorrhoids is much better 
to treat than a mild case of small tumors near the sphincter. It is unneces- 
sary to repeat what I have already written as to the practical details of 
the treatment.’ One object in writing this is to answer numerous letters 
from practitioners to know whether I am still satisfied with it and con- 
tinue to recommend it. 

25 MADISON AVE. 


ARTICLE XIII. 


A CAsE oF Ca&SAREAN Section. By E. Mitter, M.D., of Florence, 
South Carolina. 


Petvic deformities in women being very rarely met with in my own 
State, as well as the other obstacles to delivery which call for the per- 
formance of gastro-hysterotomy, this operation has been one of very great 
rarity when compared with the statistical records of several of our States. 
Of 136 cases collected by Dr. Robert P. Harris, of Philadelphia, nearly 
one-half of which have never been published by the operators, but two 
belong to the credit of this State, the first being that of Dr. J. Walter 
Hill, of Edgefield, who operated on October 9, 1869, upon a colored 
woman of 32, in her second labor, the cause of difficulty arising from 
vaginal obstruction following her first delivery twelve years before. This 
labor was one of six days, and was followed by inflammation, sloughing, 
contraction of the vagina, and a vesico-vaginal fistula. The pelvis was 
believed to be normal. Although the second labor lasted fifty-six hours, 
the woman and her son, “ Julius Cesar Gray,” were saved, the abdomi- 
nal wound healed in eleven days, and the boy was still living sixteen 
months later. 


1 Diseases of the Rectum and Anus, 2d edition. N. Y.: Wm. Wood & Co., 188t, 
p. 148. 
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Although my own case had a much less fortunate termination, owing 
largely to the low grade of health in the woman, complicated by eclampsia 
and a rupture of the uterus, I believe it to be my duty to report it, as I 
think all such should be, for the benefit of obstetrical science. If all 
cases, whether successful or fatal, had been published, the work of col- 
lecting them would not have occupied the attention of Dr. Harris for 
sixteen years, and the medical world would have been much more gene- 
rally acquainted with the causes of fatality and the requisites for success. 
Unfortunately for the cases operated upon, the accoucheur is seldom the 
operator, and the services of the latter are too often called for when it is 
too late to make his work a success. The high rate of foetal death in 
American cases is indicative of this, and the low rate of fatality, both in 
mothers and children, when the operation is time/y, shows clearly that a 
very early resort to the knife is a lesson that should be learned by every 
one engaged in the practice of obstetrics, particularly among the poor of 
cities. But one other case of gastro-hysterotomy is recorded by Dr. 
Harris, in which a rupture of the uterus was found to have taken place 
when the abdomen was opened, and was enlarged by incision for the de- 
livery of the foetus. This’ case occurred in Ohio, in 1833, and resulted 
in the recovery of the woman, but the child was lost, the rupture was a 
very slight one. This form of case must not be confounded with that of 
uterine laceration where the rent is sufficient for the exit of the foetus, and 
in which delivery is effected by /aparotomy without uterine incision; such 
cases have no title to the name Cesarean. 


Casz.—The subject of my operation was a deformed and dwarfed 
mulatto primipara in her twentieth year, who had been confined to bed 
for fourteen years, during which period she had not been able to walk ; she 
would probably have measured about four feet, or four feet two inches. 
She had been the subject of double coxalgia, and both joints were anchy- 
losed, giving rise to a pe!vic deformity, by which the superior strait was 
contracted in its conjugate to perhaps two and a half inches. Both of 
the lower extremities were flexed upon the body, and the right one so 
much so, that it rested obliquely upon the abdomen and indented it by 
pressure. They were much emaciated, were oedematous, and broken out 
with small sores and a scaly eruption ; there was also a deep, ragged ulcer 
midway between the vulva and anus, which presented the characteristic 
marks of syphilis. ‘The woman lived in poverty, and weighed but sixty 
pounds, she also presented in her legs some evidences of having been 
rickety in early childhood. i 

When taken in labor under the care of Dr. Jarrot, of Florence, she in 
time was seized with convulsions, for which he gave her two grains of 
sulphate of morphia, which, not relieving her, he called upon me, and at 
my suggestion administered two more grains, hypodermically, after which 
the convulsive movements ceased. I saw her for the first time on the 
morning of February 20, 1885, and found her breathing heavily. Her 
abdomen was tympanitic above the uterus, and there were no uterine con- 
tractions, these having ceased suddenly, giving rise to the belief that she 
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may have ruptured her uterus. The os uteri was found of the size of a 
twenty-five-cent piece, and the tissues relaxed, there was but little hemor- 
rhage. We decided, under all the difficulties of the case, to deliver by 
the Cesarean section. (Fig. 1.) 


A, B. Line of incision in uterus. 
B, C. Rent of uterus connecting with incision. 
D, E. Position of right lower extremity. 


At the time of the operation the woman had been more or less in labor 
for thirty hours, and twenty-two hours had passed since she had taken 
any morphia. She had a feeble pulse of 118, a respiration of 20, and her 
extremities were cold; being unconscious, no anesthetic was used. An 
incision six inches long was made in the median line, and nearer to the 
umbilicus than the symphysis pubis, the flexure and anchylosis of the 
lower extremities making this necessary. The distended intestines were 
with much difficulty kept back, and were punctured in several places with 
a hypodermic needle to evacuate the gas. The incision of the uterus led 
into a rupture of the lower part of the body and cervix, opening the organ 
to the extent of about eleven inches, six inches of which were by incision. 
Although laceration was believed to have taken place, it had not been 
positively located until cut into by the knife. After the uterus was opened, 
the foetus was seized by the left arm and delivered, and the cord cut and 
tied. The uterus, in its contractions, now presented, under the eye, the 
curious phenomenon of inversion, the right antero-lateral portion, to which 
the placenta was attached, being driven through the uterine wound with 
the disk firmly adherent. (Fig. 2.) Although an effort was made to 
detach the placenta, it seemed only to become more firmly fixed as the 
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convexity outward increased, and the parts became consolidated by con- 
traction. Finding the placenta immovable, I, with my two thumbs placed 
on either side of the cord at its origin, and my fingers spread out over the 
back of the uterus to antagonize them, readily indented the protruding 


Fig. 2. 
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Uterus inverted through the incision. 


portion, which, being started, became restored by a spontaneous move- 
ment. The uterus now contracted normally, and the placenta was gradu- 
ally separated, the mouths of the bloodvessels being closed so perfectly 
that it was difficult to distinguish its former site. - 

The uterine wound was closed by thirteen silk sutures, but a portion of 
the rent in the neck was not sewed up, it being inaccessible because of its 
position under the right thigh; after the organ had fully cuntracted, the 
laceration was not distinguishable. 

The patient lost but little blood from the operation, but when the ab- 
domen was opened it was found to contain a considerable quantity mixed 
with amniotic fluid. The feetus was not weighed, but was above the 
average size. After the uterine wound was closed I cleansed thé abdomi- 
nal cavity thoroughly, and closed the wound with ten sutures. When 
half had been passed, the patient exhibited very unfavorable symptoms, 
and ether was administered hypodermically; an order was given to place 
bottles of hot water around her, but, regardless of instructions given prior 
to the operation, they had not been provided. As the last abdominal 
sutures were being passed she died. There were no symptoms indicative 
of opium poisoning, but the shock and depression resulting from the 
rupture of the uterus (which was the main reason for the operation) were 
80 great, that we believed from the first that the chances for recovery were 
as ten to one against her. 
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I am indebted to Dr. Harris for the following interesting facts and 
observations: “Of the 136 Cesarean cases in my note-book, but one 
other died during the operation, which was performed in New York City 
in 1860, upon a patient nearing the maturity of gestation, but not in 
labor, who had been for six hours in convulsions. In no other American 
case is there a record of uterine inversion. This may be partly accounted 
for in your own by the extreme length of the uterine opening. As the 
organ had been a long time in a quiescent state and partly emptied, any 
slight traction upon the cord in removing the foetus might indent the 
flaccid uterine wall and favor inversion, if muscular contraction was at 
that moment revived. I do not remember to have seen any similar acci- 
dent recorded of any foreign case. Your operation increases the list of 
American dwarf cases to 27, and the deaths thereof, to 20 ; twelve children 
were delivered alive. The number of Cesarean operations in the United 
States is upon the increase, but their proportionate mortality much more 
than keeps pace with the growth in number. From April 7, 1884, to 
April 20, 1885, there were 8 operations, all fatal but the last, and all of 
the children perished; six of the cases were reported to me by letter. 
Of the 136 American cases, 58 have not yet been published, and but a 
very small fraction ever will be by their operators.” 


ARTICLE XIV. 

An ANoMALOUsS HumMAN LUNG, HAVING FOUR LOBES ON THE RiGut S1pE.! 
By Witiiam A. Epwarps, M.D., Assistant Demonstrator of Clinical 
Medicine in the University of Pennsylvania; Medical Registrar, Philadelphia 
Hospital. 


Mary O., Irish by birth, zt. 62, widow, mother of four children, came 
under my care just a year ago, suffering from some slight ailments in- 
evitable at her period of life. The patient’s vital powers were at a low 
ebb, and she finally succumbed to senile asthenia two and a half months 
after I first saw her. A post-mortem examination was. made, not of 
course to verify the ante-mortem diagnosis, but in the routine line of 
duty ; our work was rewarded by securing this extremely interesting and 
unique specimen. All the organs were destitute of marked pathological 
lesions, but upon opening the thorax an unusual condition of affairs was 
made apparent, well illustrated in the accompanying drawing, in which the 
lungs are represented as widely stretched apart, increasing the mediastinal 


1 Exhibited before the Philadelphia Pathological Society, April 9, 1885. 
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space by several inches, thus exposing the heart and great vessels, and 
giving a better view of the accessory lobe. 

The left lung did not deviate from the normal standard, but the right 
presented four well-marked lobes, as shown in the accompanying drawing. 

The upper lobe was normal, bearing the proper relative proportion to 
the remaining parenchyma ; the middle lobe was somewhat decreased in 
size, as was also the lower, and between the two may be seen the anoma- 
lous fourth lobe, which was formed at the expense of the second and third 
lobes together with an absolute increase of lung tissue, as the other lobes 
are not diminished enough to form the new lobe. 

This supernumerary lobe was quite as long as a man’s hand from the 
wrist to the tip of the second finger, measuring from six and a half to 
seven inches. 

At its widest part it measured two and a quarter inches, tapering to a 
quarter of an inch, and finally to the thin border as in the other parts. Its 
tissue was perfectly normal and functionally active. Its histological struc- 
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ture was the same as the rest of the lung, and it apparently did its work 
equally as well. 

It is almost needless to remark that no evidence of this condition was 
revealed ante-mortem, nothing had ever called attention to the lungs, and 
of course the diagnosis could not have been made even by the most expert 
and careful diagnostician. 

In illustration of the rarity of this anomaly, I am able to cite the 
following authorities :— 

Prof. Joseph Leidy writes me “I have never seen such a lung, nor do 
I remember having redd of one.” Prof. William Pepper “has never 
seen such a case, and recalls no record of one.” Prof. William Osler 
‘cannot recollect a similar case occurring under my observation,” but 
sends me a record of the following anomalies :— 

“Case I. In which the right middle lobe was only a notch, the lung 
having but two lobes on the right side. 

“Case II. The upper lobe of the left lung was divided by a deep 
fissure extending internally nearly to the root. Anteriorly to within an 
inch and a half of the usual fissure. Another fissure was noted in the 
same lobe three inches from the apex.” 

It will thus be seen that the left lung in this case was made up of three 
lobes, the deviation from the normal standard being at the expense of the 
upper lobe entirely. Dr. H. F. Formad “has seen a lung presenting 
three lobes on each side, but never one as above described.” Prof. J. M. 
Da Costa “ has never seen a similar case.” Dr. W. S. Forbes writes that 
“In a long experience with the cadaver I have never met such an 
anomaly.” 

A careful search through a number of anatomical works failed to reveal 
a like condition, with one or two exceptions, for example, the magnificent 
work of Braune ( Topographisch Anatomischer Atlas, Dr. Med. Wilh. 
Braune, Leipzig, 1875), where a number of thoracic abnormalities are 
depicted, a case like ours receives no mention. Wm. Cowper (Anatomy 
of the Human Body, London, 1697, Table xxiv.) describes but two 
lobes to each lung, calling them the right and left anterior lobes, and the 
right and left posterior lobes. Weckel (Handbuch der Path. Anat., Bd. 
i. page 479) remarks that Rhodius states that Mollinetta (Mantissa Anat. 
Obser. xi.) once found in a very large man the lungs divided into four 
lobes like the ruminants. The Anatomy of Harrison Allen devotes more 
space to these anomalies than most other anatomical works, although even 
here it is but a few lines. 

Dr. Collins (On Accessory Lobes of the Human Lungs, by Edw. W. 
Collins, M.D., Trans. Royal Irish Academy, vol. xxv. part vii. p. 329, 
Dublin, April 13, 1874) records a threefold abnormality in the right 
lung, pleura and vena azygos. Immediately above the posterior part of 
the root, in the angle between it and upper portion of the right lung, was 
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to be seen an accessory lobe, somewhat pyriform in shape, with a broad 
peduncular attachment. Its measurements were four inches in length by 
two and a half in breadth at its widest part. Breadth of peduncle is one 
anda half inches. The lobe laid beside and upon the bodies of the five 
upper dorsal vertebra in an accessory pleural pouch, which communicated 
with the general pleural cavity around the peduncle of the lobe. The 
pleural duplicate was continuous with the costal portion of the’ pleura 
above and along its outer border; along its inner border with the medias- 
tinal. Its lower border alone was free; the inner free margin contained 
the azygos vein, this vein bad an anomalous distribution, the course of 
which it is not necessary to describe. The trachea was separated from 
the spinal column for a considerable space by the pleural pouch. 

H. A. Wrisberg, in 1777, laid before the Royal Society of Gottingen an 
anomaly similar to the one above recorded. (Cf. Observationes Anato- 
mice de vené azygé duplici aliisque hujus vene varietatibus, in Movis 
Commentariis Soc. Reg. Scient., Gottingen, anno 1777, tom. viii. p. 14.) 
Bouchaud put on record another case before the Anatomical Society of 
Paris, in 1862. 

Lately four instances of accessory lobes above the root of the right 
lung have been noted by Dr. Chiene in Edinburgh, Prof. Cleland in 
Galway, and Prof. Wenzell Gruber in St. Petersburgh. 

Wrisberg’s case is worthy of special note as being the only recorded 
instance of an accessory lobe of the left vena azygos. Prof. Cleland 
explains the fact of the accessory lobe appearing on the right side, which 
appears to be consonant with the development of the venous system as 
follows: Early in fetal life from some such cause as a slight adhesion of 
the lung to thoracic wall, or less probably, an undue curvature of the 
embryo, the azygos vein as it is drawn downwards at a right angle to its 
original transverse direction by the descent of the heart, dragged down 
around it a fold of the pleura, thus deeply notching the lung instead of 
slipping behind it. 

Comparative anatomists, says Collins, from the time of Cruvier, have 
shown that a fourth lobe upon the right side, which makes its first appear- 
ance in many of the quadrumana, is very constantly found in other mam- 
mals occupying a defined position, between the pericardium and diaphragm 
in one direction, and between the inferior vena cava and the spine in the 
other, a position due to the altered situation of the pericardium. 

An accessory lobe of the right lung in man lying below the root on the 
inner side, and bearing a tolerably strict homology to this so-called lobus 
impar, which has been regarded by some zoologists as forming a distinctive 
difference between the lungs of quadrupeds and man, has been made the 
subject of a memoir by M. Pozzi (Cf. Revue d’ Anthropologie dirigée, par 
P. Broca, 1872, p. 443), and was the only case on record in man, prior 
to my describing this second case. 
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A similarily situated accessory lobe upon the left side has been des- 
cribed in detail by Prof. Rektorzik of Vienna (Cf. Zeitschrift der K. K. 
Gesellschaft der Aerzte der Wien, 1861, No.1). This accessory lobe 
was wholly isolated from the remainder of the lung, unexpanded, having 
no connection with the bronchus, though it contained collapsed alveoli, 
and bronchia lined with ciliated epithelium. It was from a girl who sur. 
vived her birth only fourteen days. 

In Prof. Wenzell Gruber’s case besides the accessory lobe of the vena 
azygos, the remainder of the right lung was divided into four lobes by a 
cruciform fissure. 

Mr. Laurance Humphrey exhibited before the Cambridge Medical 
Society’ an abnormal structure, which he had removed from the body of 
a child a year old who died of tubercular meningitis and acute general 
tuberculosis. It was lying in the left pleural cavity, in the vertebral groove 
between the base of the lung and the diaphragm, and was suspended by a 
thin pedicle of bloodvessels and connective tissue to the descending aorta, 
from which it received its blood supply. It had no connection whatever 
with the lung, neither was there any communication with or attachment 
to any part of the air-passage. It measured about two inches long by one 
broad; was flattened at the posterior surface, and rounded anteriorly, and 
had the appearance of a fostal lung, but was much harder. Sections 
under the microscope showed lung tissue containing bronchioles lined 
with columnar epithelium, and thick-walled unexpanded air-vesicles, with 
a plentiful supply of bloodvessels ; also large masses of caseating tubercle 
with well-marked giant cells. 

H. Handford? records a case of a man, xt. 40, who died from chronic 
epilepsy. At the autopsy the following condition was revealed: Lying 
upon the pericardium and distinct from the rest of the lung about one 
inch and a half, was a lobe of lung tissue one inch and a quarter long, 
three-quarters broad, and nearly one-half thick in the centre. It was 
attached to the anterior margin of the upper part of the lower lobe of the 
left lung by a double fold of pleura, in which were a few vessels. It was 
light in color, and not much pigmented. It contained plenty of air. No 
microscopic examination was made. 
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1 British Med. Journal, April 25, 1885, p. 842. 
2 Thid., May 2, 1885, p. 926. 
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REVIEWS. 


Art. XV.—Jntestinal Obstruction. 

1. Contributions to Surgery and Medicine. Part I. Intestinal Dis- 
ease and Obstruction. By Huea Owen Tuomas. Liverpool, 
8vo., pp. 284, with Appendix. London: H. R. Lewis. 

2. Intestinal Obstruction. Its Varieties with their Pathology, Diag- 
nosis, and Treatment. The Jacksonian Prize Essay of the Royal 
College of Surgeons of England, 1883. By Frep. TRreves, 
F.R.C.S., Surgeon to and Lecturer on Anatomy at the London 
Hospital ; Hunterian Professor of Anatomy at the Royal College 
of Surgeons of England. With 60 Illustrations. Phila.: Henry 
C. Lea’s Son and Co., 1884. [Clinical Manuals for Practitioners 
and Students of Medicine. ] 


1. Tue first paragraph of Mr. Treves’s preface forms the fittest intro- 
duction to our subsequent remarks: ‘The importance of the subject of 
intestinal obstruction may be, in one way, estimated by the circumstance 
that over two thousand individuals die every year in England alone from 
various forms of obstruction of the bowels, exclusive of hernia.” 

No one can doubt that the same remarks are more or less applicable to 
every other civilized country, and that many of these deaths are preventable 
by appropriate treatment. What this should be is still a mooted question 
which Mr. Thomas, with his usual characteristic modesty, thinks that he 
has definitely settled. When readirig any of Mr. Thomas’s works we 
cannot help recalling the old fable of the man who refused to remove his 
cloak at the blustering summons of the wind, who yet almost unwittingly 
threw it off at the gentle persuasion of the genialsun! The author arouses 
all the reader’s combativeness and sense of fair play by harsh, sweeping, 
reckless, and scornfully intolerant criticism of the theories and practice of 
every authority apparently, except Niemeyer, J. H. Murray, and Hugh 
Owen Thomas. The fact that the present is the third edition of Mr. 
Thomas’s book suggests the propriety of a careful study of his teachings. 
If Mr. Thomas’s claims are sustained he is indeed a benefactor of his 
race; if they are not, overweening self-confidence merits a sharp rebuke. 

In the preface to his first edition he stoutly maintains that “ hitherto 
actual non-interference has afforded a better chance of recovery than the 
treatment commonly adopted. In truth no principles have been laid 
down for our guidance, and the methods commonly employed are supported 
neither by reason nor experience. Judging from public clinical records, 
those gentlemen who have had superior opportunities as teachers or 
representative men, seem to be farthest astray.” He also implies that 
he may perhaps have used rather intemperate language in attacking the 
views of others, but seems to think that, because they too in turn have 
owe harsh in their comments, he is excused : this we cannot for a moment 
admit. 
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After thus throwing down the gauntlet to all comers, Mr. Thomas pro- 
ceeds to give a history of the treatment of intestinal lesions from the 
time of Hippocrates to the present, in which he states that no advance 
was made in their treatment until Sydenham’s advent, who, reasoning 
from his experience in typhoid fever, *‘ perceived that the same principles 
of treatment were applicable to intestinal ailments arising from other 
causes.” This advance in therapeutics was a strict attention to dietary, 
the use of sedatives, and the almost total avoidance of purgatives and 
enemata. 

Some of the details which we shall give may appear to our readers 
unnecessary and dull, but let them rest assured that they are necessary 
to do full justice to Mr. Thomas’s exceedingly heterodox views. 

As an instance of the author’s peculiar style of commenting upon the 
cases of others, he states on page 10, when speaking of the treatment of a 
ease by large rectal enemata followed by abdominal massage, “ a pre- 
sumably sane man kneaded the abdomen.” As this case recovered, the 
“insanity” of the proceeding is not manifest. “The most irrational 
comments that were ever committed to paper’ occurs a little further on. 
Surely in a sober, scientific discussion such phrases are utterly out of 
place, and these are only specimens of the numberless ones defacing many 
a page. Mr. Thomas quotes the diseussion on intussusception at the 
Royal Medico-Chirurgical Society of London in Dec. 1875, participated 
in by the president and ten members, as one in which “ none spoke as 
knowing anything of any clear principles that could with certainty be 
followed in the management of these eases.” He thinks that the treat- 
ment of Mad. Dudevant (Geo. Sand) was “ most painful, irrational, and 
useless,” and that ‘*she would have had a far better chance of recovery 
had no medical aid been sought for her.” Having thus given our French 
confréres their coup de grace, he launches out into an historical disquisi- 
tion upon the treatment of typhoid fever in which Sir Wm. Jenner is 
held up to reprobation, because his treatment differs from that of Mr. 
Thomas. ‘The author maintains that diarrhoea should not occur in typhoid 
fever with a proper fever dietary, 7. e., one which “is both food sufficient 
to maintain life during the disease, and a mechanical remedy that will 
best keep in abeyance those evil symptoms which indicate the existence 
of the principal lesion in this fever.” Mr. Thomas positively asserts that 
‘milk to be useful should only be poured into the healthy intestine,” a 
statement sufficiently startling to our prejudices in the opposite direction. 
The possibility of either alcohol or opium producing true stimulation in 
any dose in any condition of this, or other diseases, is ridiculed. Finally 
Mr. Thomas quotes cases in support of his views. Cholera is also adverted 
to, and the treatment of its secondary lesions is brought forward in sup- 
port of the author’s special views. 

After this somewhat discursive opening we come to the chapter on the 
symptoms of obstruction. The diseased conditions are divided into two 
classes, viz.: (1) obstructions caused by disordered function ; and (2) 
those arising from mechanical agency. In the first are placed enteritis, 
peritonitis, typhlitis, and perityphlitis, ulceration, perforation, painter’s 
colic, paraplegia, the intestinal lesion of typhoid fever, and Asiatic 
cholera; to the second division are relegated hernia, stricture, intussus- 
ceptions, volvulus, strangulation from adventitious bands or by rents in 
the mesentery, tumors, gall-stones, and loaded rectum. 

Next follows an analysis of general symptoms which it behooves us to 
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consider in detail. ‘‘ Unusual weight and distension of the abdomen, with 
or without pain,” is a symptom to be considered as a danger signal either 
before the first attack of obstruction or following it, in which latter event a 
second attack is impending, and the treatment must be continued. Thirst 
is variable, being dependent upon the frequency of vomiting. Should this 
latter symptom be readily controllable thirst diminishes, which renders 
the prognosis more favorable. When, however, long-continued intense 
thirst persists, despite the use of remedies, ‘* the prognosis is not hopeful.” 
Not much is to be gleaned from the author’s views of the third symptom, 
“pain,” except that when the site of obstruction is below the ileo-cxcal 
valve “as soon as the accumulation is sufficient to strain the valve, pain 
is felt here, until the fluid in the small intestine has accumulated in bulk 
sufficiently to open the valve by pressure upon its upper side when this 
symptom passes off.” It may then perhaps aid in locating the obstructed 
point the author thinks. We doubt it. Again, cessation of pain with low 
temperature and a small quick pulse when it precedes collapse without 
fecal evacuation, indicates an almost hopeless prognosis. Upon the con- 
dition of a “ dry, furred tongue,” some most fanciful prognostic points are 
founded which it is needless to quote. 

‘“‘ Pulse and temperature” are the most reliable points for prognosis. A 
slowly increasing pulse with a corresponding temperature (?), both of 
which are “ easily corrected by medicine,” affords ground for a good prog- 
nosis. A “discord” between pulse and temperature means mischief. A 
rapid pulse with normal or subnormal temperature means impending col- 
lapse and indicates the cessation of the use of sedatives. Sometimes col- 
lapse with low temperature and a slow nearly imperceptible pulse may be 
recovered from by the use of stimulants. When Mr. Treves’s experience 
is quoted it will be seen how utterly different his statements are as to pulse 
and temperature. 


Vomiting ‘‘ when frequent is very distressing to the sufferer. If moderated, 
however, it becomes a very necessary evil, being, when well managed, a valuable 
aid to recovery.’”’. . . ‘¢(1) The vomiting can and ought to be moderated.”’ . . 
‘*(2) Thus a longer retention of liquid within the intestine is secured and thereby 
thirst is allayed. (3) This extra liquid macerates, and reduces to a semi-fluid 
state the contents of the intestine above the part involved, and when vomiting 
occurs, some of the reduced matter is ejected. wo This liquefaction enables 
any collection of matter to slip through the diseased or contracted gut before the 
completion of cure.’’ 


If there is much contraction the solids will have to be much liquefied 
as in an intussusception, if there be only an enteritis less liquefaction will 
be requisite. 


‘*(5) Again, as Dr. Brinton pointed out, this liquid collecting at the point of 
occlusion, acts as a fluid dilator gradually enlarging the narrowed part. (6) 
Medicine cannot totally arrest vomiting before the contents of the bowel are 
sufficiently reduced, and the intestine sufficiently pervious to admit of some fecal 
transit. Indeed, could medicine attain that end, it would be dangerous to call 
in its aid, for so long as the primary difficulty exists periodical relief by vomiting 
prolongs life, during which aid can be administered ; if in obstruction this symp- 
tom were absent the patient would die from the ever-increasing distension b 
fluid.”’ If true, an important diagnostic point as to the site of the obstruction is 
suggested hy Mr. Thomas, viz., that when the vomit is neither stercoraceous in 
color or odor, the difficulty is in the upper portion of the small intestine. ‘‘ When 
stercoraceous in color only, then the obstruction is found in the lower portion of the 
small intestine or where there is nearly complete occlusion of the ileo-eecal valve. 


‘ 
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When decidedly stercoraceous both in color and odor, then the ileo-cxcal valve 
is partially obliterated or the obstruction is in the great intestine and the valve is 
floating.”’ 


The latter remarks may be true for the majority of cases but do not 
hold good in all, as we have had occasion to observe in our practice. 

Many pages with numerous diagrams are devoted to a refutation of Dr. 
Brinton’s teachings as to the causation of fecal vomiting by a “‘ reversed 
axial current.” We believe that in this instance Mr. Thomas is correct, 
and that reversed peristalsis is a far more important, if not the only, factor. 

‘‘Scanty urine” is shown to be of no special value in designating the 
point of obstruction, since frequent vomiting will prevent the absorption 
of fluids. In addition the abnormal conditions of the gut as to pressure, 
ete., also prevent absorption of the fluids which are available. 

Under the head of “ Abdomen tympanitic,” the cause of this symptom 
is elaborately discussed, and is decided by the author to be due to “ retro- 
peristaltic action!” As Mr. Thomas, in the earlier part of the volume, 
declares that the differential diagnosis of the varieties of intestinal obstruc- 
tion is of no value for treatment, it is no matter for surprise that Dr. 
Hilton Fagg’s excellent differential diagnosis table is entirely ignored. 

‘‘ Constipation and its recurrence” is exhaustively and concisely treated 
of, and a clear explanation is given of the mechanism of the so-called 
‘‘diarrheea of constipation.” The startling statement is made that in 
** well-managed cases” constipation may vary from five to fifty days, but 
about thirty-six days is the average duration by Mr. Thomas’s methods. 

‘*‘ Collapse and Reaction” are next considered, but nothing of special 
interest is brought out except the strange fact that collapse may be in- 
duced “ by the sudden diminution of pressure due to the relief of accumu- 
lation through the obstruction.” 

‘* Passage of Gas and Feces per Rectum.” In every case flatus precedes 
the discharge of feces by a period varying from an hour to two or three 
days. If the bowel below the seat of obstruction be empty at the time 
obstruction occur, after relief of the obstruction the feces are at first pul- 
taceous and then semi-fluid or watery. If the contrary obtains, the first 
motions may be hard. 

A “Secondary Occurrence of Constipation” may take place, or even a 
third or fourth, each of gradually lessening duration and severity. In 
connection with this, Mr. Thomas takes the opportunity in a foot-note to 
call attention to a case reported in vol. Ixxxii. 1881, p. 263, of this 
JOURNAL, where he says the patient was “ vivisected,” there being ‘ no 
justification.” . . . “inthe removed portion of intestine” for an 
operation, and he concludes by saying that ‘‘ it would be ironical to term 
the procedure in this case medical or surgical treatment.” 

Having carefully read the notes of this case, and not having our eyes 
blinded by prejudice, we totally differ from the author in his very impro- 
perly phrased criticism. 

The commencement of “convalescence” the author says is difficult 
oftentimes to determine, but he asserts, that if when the patient is placed 
in a recumbent position the abdomen be found to be flattened, or better 
still, seaphoid, and by manipulation the absence of gas can be determined, 
convalescence may be fairly considered to have set in, “for gas should 
not be present when perfect cure has been secured.” 

From these abstracts it will be manifest that while there are some good 
points suggested by Mr. Thomas, which should, however, be subjected to 
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further observation and test before acceptance, yet there is a good deal 
more which is fanciful and vague. The perusal of the original will still 
further justify our strictures. 

In the chapter on the differential diagnosis he points out those affec- 
tions, such as rupture of aneurisms, abscess, and malignant tumors into 
the peritoneum, which might be mistaken for intestinal obstruction. 
Differential diagnosis being so difficult need not be attempted nor is it 
necessary, the author says. This may be true enough for him, since but 
one method of treatment is adopted for all cases, hut is hardly safe advice for 
others. The author is certainly the most sanguine of mortals and has 
the most profound faith in the eis medicatrix nature that we have yet 
met with, for he says, “ Although I do not know of positive evidence 
demonstrating that occlusion from fibrous bands can be removed without 
operative interference, still there are reasonable grounds for believing that 
this has actually happened.” We must emphatically dissent from this 
view ; such cases have recovered because the intestine has been released 
from the band, not because the band has been “softened, relaxed, or 
severed by traction.” This idea is as baseless as the “ airy fabric of a 
dream.” 


Mr. Thomas says: ‘‘ Costiveness, constipation, or the retardation in progress of 
the intestinal contents, is an infinitesimal degree of obstruction; this is my opin- 
ion. And I also maintain that when we have arrived at a correct knowledge of 
the natural method of resolution in this trivial ailment, we have ped the true 
principles for treating obstructions in general.”” . . . . ‘* The theory of this 
natural mode of removal of constipation which I hold is, that the general 
malaise caused by the constipation tends to alter the proportion between the 
solids consumed and the liquids imbibed—the imbibition of liquids being in- 
creased by thirst, and the consumption of solids being decreased from loss of 
appetite, the two prominent signs of genuine constipation.”’ 


We have now touched the key-note of the volume. Diet is of first 
importance, and herewith we append Mr. Thomas’s dietary. 


‘* Arrowroot, sago, ground rice cooked with water, with addition of brandy or 
wine, and nutmeg, with sugar, salt, and butter; pea, lentil, or bran flour, 
cooked with water, then carefully strained, when butter, salt, and a little pper 
are added. For a change I permit any of the flesh broths, these being of 
tered in small quantities as seldom as the thirst and hunger of the patient will 
permit. All solids and milk should be prohibited. The latter: I firmly believe 
may cause quite as much harm as any solids. Even with this limited diet it is 
better to underfeed rather than to push the supply, inasmuch as the sufferer, as 
I have before mentioned, cannot, within the time we are to expect resolution, 
succumb from lack of alimentation.”’ 


Having given his diet we shall be able in a few sentences more to com- 
plete the description of the remainder of his treatment. The patient is 
confined to the recumbent position, but is to lie alternately upon his 
right and left sides, making these changes only at several hours’ interval. 
All parts of the body should be kept warm but the abdomen, which should 
remain uncovered. The foot of the bed should be raised ten or more 
inches “‘ so as to diminish fluid pressure,” and “ this elevation makes the 
vomiting less frequent but more copious.” By the restricted dietary but 
little refuse remains, so that the fecal impaction does not increase. To 
soften and remove that which is already there, the fluids are to be retained 
by the free use of opiates which diminish the frequency of the vomiting. 
This latter symptom when frequent, together with pain, is the chief cause 
of death, so that the sedatives by retaining liquid enable the infrequent 
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acts of emesis to remove the softened feces per orem, which is also aided 
by the elevation of the foot of the bed. Opiates also diminish the desire 
and necessity for food, so that the patient can live on a diet so meagre as 
to produce but little feces. Should the patient sink into collapse, bella- 
donna in large doses is the stimulant which according to the author is 
most valuable. To this stimulant effect he attributes its success in the 
treatment of intestinal obstructions, and not to any relaxation of muscu- 
lar fibre which he is at much pains, here and elsewhere, to prove that 
this drug cannot effect. 

Purgatives are under no circumstances to be used. Opium, regarded 
as a ** pure sedative” is to be used in sufficient doses only to relieve pain 
and restrain vomiting. When the temperature is observed to approach 
the normal condition, or become subnormal, sedatives must be withheld 
as collapse is imminent. Alcohol is another “‘ pure sedative” which in 
part may take the place of opium. When the abdominal distension from 
gas seems a bar to further progress repeated paracentesis is advised. In 
one case this operation was repeated forty times ; when fluid is present 
with the gas, paracentesis is dangerous. Enemata, tubage, inflation, 
kneading, and inversion are condemned, not only in the most emphatic 
but most intemperate terms. In view of the recent experience of some 
surgeons, it is true that inflation must be used cautiously lest rupture of 
the peritoneal or all the coats of the bowel occur, but as we have seen the 
most gratifying results follow these measures, either singly or conjointly, 
we cannot agree with Mr. Thomas’s sweeping condemnation, and his 
statement that abdominal section is a safer measure. He believes the 
natural cure by sloughing of the bowel in intussusception safer than a resort 
to the above measures, which is somewhat astounding, especially in view 
of the fact that a large proportion of such patients die sooner or later 
from the secondary results entailed by the sloughing. 

Collapse, either present or impending, which is not relieved by atropia, 
provided it is not due to relief of the obstruction indicates an operation, 
which he advises should be simple gastro-enterotomy. He has never met 
with “valid evidence that any case of intussusception ever required” 
gastrotomy, ¢. ¢., laparotomy. 

Forty-one cases are cited in support of his treatment, but the author 
assures us that many more could be quoted. They include cases of typhoid 
fever, enteritis, and a very few doubtful cases of intussusception. No 
cases of strangulation by bands, volvulus, or indeed any cases of acute 
obstruction seem to have been met with by this author, which may 
account for some of his extraordinary statements. Let us in charity 
accept this explanation. In the majority of the cases, permanent re- 
covery ensued in from fifteen days to many months. 

We have thus minutely analyzed this book, not because it is so good a 
one, but because it must reach a large circle of readers. Although the 
writer is most ingenious and the work is replete with points of interest, 
from his own cases, we can only render the verdict of ‘not proven,” 
since they do not include any acute cases of obstruction, which by their 
recovery would go to prove that the whole medical world is wrong in the 
treatment of similar cases, and Mr. Thomas alone right. Amid much 
that is absurd, over drawn, and unscientific, the fact remains that by the 
measures suggested by Mr. Thomas life may not only be prolonged for 
weeks of fecal vomiting, but recovery frequently ensue in cases of 
chronic obstruction. The author is such a thorough partisan that it is but 
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the most ordinary caution to demand confirmation of his results even in 
eases of chronic obstruction, by impartial observers, before we unreserv- 
edly accept his dicta. Certainly his strictures as to the usual “ prelimi- 
nary purge” in typhoid, and the use of purgatives in intestinal obstruction 
does not obtain as the rule on this side of the water, and we feel convinced 
that the cases he cites as occurring in England are the very rare excep- 
tions. In conclusion, should Mr. Thomas publish a fourth edition of this 
work, let us advise him to pay some attention to literary courtesy, and 
remember that presenting a literary pistol to one’s head is not the most 
successful way of convincing a man’s mind as to the truth of your state- 
ment. 

2. While we do not deny that there may be some truth in Mr. Thomas’s 
views, it is a relief to turn from this book to Mr. Treves’s little volume, 
which is most instructive and pleasant reading. The amount of informa- 
tion and practical illustration by cases, drawings, etc., contained in its 
450 pages is remarkable. The extent of the subject is such that we can 
only find space to notice a few points, but we can cordially endorse the 
work as the best which has as yet appeared on the subject. 

Among the many classifications suggested for intestinal obstructions 
that founded upon their pathological anatomy has been adopted. The 
influence of peritonitis, strangulated hernia, and mesenteric gland disease 
in the production of intestinal obstruction is admirably handled in the 
second chapter. Here Mr. Treves shows that bands extending between 
parts normally far apart are the result of adhesions produced when abnor- 
mally coaptated by excessive gaseous distension, the subsequent traction 
exerted by the normal intestinal movements elongating the bands. Wide 
bands of adhesion, subjected to rolling movements of the intestines over 
one another, are oftentimes converted into cords, and the similar cord-like 
condition of the omentum which has become adherent and stretched at 
one or more points, is explainable in the same way. Where adhesions 
form around slightly mobile parts they may produce obstruction as in the 
shrinkage of the mesentery in peritonitis deformans. Adhesions on the 
surface of a portion of fixed bowel, such as the hepatic and splenic flexures 
of the colon, not infrequently produce marked stenosis of the gut. Adhe- 
sions which form a part of the bowel into a rigid Joop, may so “kink” the 
gut as to obstruct its lumen. The adhesion of the appendix vermiformis, 
of Meckel’s diverticulum, and loops of bowels, beneath which other parts 
of the intestine may be caught, together with strangulation through slits 
in the mesentery, are carefully described. 

The usual forms of peritonitis producing these adhesions are the pelvic, 
so common in women, the perityphlitis of men, and that following stran- 
gulated hernia. Much of interest has to be passed over, but we must 
mention that adhesions excited by limited peritonitis over a mesenteric 
gland, the shrinkage following extensive adenitis, and a hole in the 
mesentery left by the breaking down of a mesenteric gland, have all caused 
obstruction, and that the just mentioned causes are operative much oftener 
than is supposed. Strangulation by isolated peritoneal adhesions, by 
omental cords, by Meckel’s diverticulum, by normal structures abnormally 
attached, and slits in the omentum, peritoneal ligaments and membranous 
adhesions, forms the subject matter of the third chapter, which is fully illus- 
trated. 

We should like to enlarge upon the many interesting points presented 
by the author, but so much remains to be said that we must pass them by, 
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except the relative frequency of the various forms of strangulation. Thus, 
of 160 cases, 60 resulted from isolated periteneal adhesions, 40 from diver- 
ticula or diverticular bands, 25 by knots or nooses formed by bands or 
diverticula, or pressure by an adherent appendix, 20 from slits in the 
omentum, and 15 from strangulation under omental ligaments. The seg- 
ment of bowel most frequently involved is the lower portion of the ileum, 
the anatomico-pathological reasons for which fact seem to us too patent to 
need further explanation. The rationale of the mechanism of obstruction 
is next well explained. A mass of condensed information as to the fre- 
quency and the reasons for the disproportion between the sexes, of strangu- 
lation through apertures and beneath bands, is comprised in the fourth 
chapter. 

Age as a factor is most marked, since it is found that intestinal obstruc- 
tions from bands, etc., occur most frequently between the ages of twenty 
and forty, while they are almost unknown in children, because “ infantile 
and tubercular peritonitis are uniformily fatal,” while pelvic peritonitis, 
perityphlitis, etc., are usually recoverable from in adults. Strangulation 
from true diverticula is most frequent between the ages of 10 and 30. 
From these facts it will be seen that the previous history as to peritonitis, 
etc., is of importance in forming a diagnosis. Trouble has arisen from 
peritoneal adhesions as early as five weeks after the peritonitis and as late 
as twenty-one years, the average being three years. 

A previous history of intestinal troubles is not common, and is unrelia- 
ble for diagnostic purposes. The onset is sudden, and in subacute cases, 
as Mr. Thomas points out, the acute symptoms often immediately follow 
the administration of strong aperients. 

Mr. Treves believes that the site of the pain is of no value as a guide 
to the position of the constriction. Limited tenderness, when well 
marked, is of considerable diagnostic value, depending doubtless upon 
congestion or inflammation of the involved coils. Early vomiting which 
soon becomes stercoraceous is the rule, although the reverse may obtain 
in the very acute cases, 7. e.—those who die before the stage at which ster- 
coraceous vomiting usually occurs, and in the more chronic cases. Life is 
not prolonged on the average beyond the third day after the appearance 
of feculent vomiting. Constipation, absolute and continuous, is the rule. 
Exceptionally, a more or less copious motion has been passed just before 
death, which came from the bowel below the obstruction and was coincident 
with the appearance of peritonitis. In two instances this was due to a 
perforation of the bowel above the constriction which probably led to a 
partial release of the incarceration. 

The temperature is commonly subnormal, being that of collapse ; and it 
may even continue to sink when peritonitis has set in. Peritonitis, pro- 
vided it is not excited by perforation, is commonly indicated by a rise of 
temperature above the normal in acute strangulation, although this symp- 
tom may not be present. Suppression or deficiency of urine does not indi- 
cate obstruction of the bowel high up, but is due to nervous influence and 
the rejection of fluids as is shown by the effect of opium in increasing its 
secretion. Meteorism is comparatively slight in this form of obstruction, 
and generally appears about the third day. Coils of intestine are practi- 
cally never seen through the parietes, the reverse of the condition ob- 
served in chronic obstructions. Unless relieved, these cases always die, 
although a spontaneous relief of the obstruction seems to have occurred in 
some very rare instances. 
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Chapter fourth is taken up with the consideration of anomalous forms 
of obstruction, among which we would emphasize that due to the traction 
exerted by an isolated band which may produce “acute kinking” of the 
gut, and that adhesion of a small area of the bowel may so interfere with 
peristalsis, that the slightest inflammatory trouble excited about the adher- 
ent knuckle may produce symptoms of acute obstruction. The mechanism 
is precisely that of a Littre’s hernia. The intestine is reduced to an inert 
tube, and cannot pass on its contents. ‘The symptoms of these kinks, dis- 
tortions by traction of bands, and matting together either in loops or en 
masse, are in the main those associated with stricture of the small 
intestine. 

Volvulus is clearly dealt with in the seventh chapter, wherein the 
author shows that it occurs with preponderating frequency in males; that 
the previous history shows nothing but chronic constipation ; that the acute 
symptoms are sometimes developed by the administration of a purgative, 
that the vomiting may almost be said in some cases to be absent, and in 
most, slight; and that still more rarely, absolute constipation is the rule; 
that severe tenesmus may be present; that death takes place early ; and 
that peritonitis occurs asarule. ‘The temperature is low, and even on the 
accession of peritonitis may only reach the normal or a little above it. 
One of the most conspicuous features, is the enormous gaseous abdominal 
distension. We regret being unable to enter further into detail here, as 
to the many surprising varieties of this affection and their causation. 

Intussusception is in the seventh chapter shown to be a very common form 
of obstruction, comprising about three-eighths of the total number exclusive 
of the congenital obstructions, stenosis of the rectum, and hernia. Rarely 
found in the duodenum, the most common enteric form occurs in the 
lower jejunum, then in the ileum. Of the colic forms the ilio-cecal is far 
commoner than the ileo-colic. Developmental researches have shown 
that the colon possesses a long mesentery at one period, which may per- 
sist, and that the large gut is always more freely movable in the child 
than in the adult, which accounts for both the frequency of intussusceptions 
in the child, and their assuming thereafter the ilio-cecal form. Many 
pages, illustrations, and the results of much experiment, are adduced to 
elucidate the causation of the malady. The author clearly demonstrates 
the error of the prevalent teaching that a segment of contracted gut is 
driven into a non-contracted segment below, by “the propulsive action of 
the intestine.” In reality, the uncontracted gut is drawn over the con- 
tracted segment, the whole process being the result of “irregular action in 
the muscular wall of the intestine.” All practitioners should carefully 
study these chapters which are too elaborate to admit of a short analysis. 
More than fifty per cent. of the cases are met with during the first ten 
years of life. 

Especial attention is called to the intermittency of the pain, which Mr. 
Treves contends, both here and in other conditions, ‘‘ nearly always indi- 
cates an incomplete obstruction in the intestine” for when constant and 
marked by exacerbations the gut is probably completely occluded. 
‘Well localized tenderness is a valuable guide in the absence of tumor, as 
to the site of the intussusception.” Feculent vomiting it should be noted 
does not occur in more than twenty-five per cent. of acute or subacute 
cases. Constipation is the rule towards the end of the disease. It isa 
remarkable fact, that in intussusception, unless there is much shock, the 
temperature is normal or may be above the normal without peritonitis, so 
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that slight pyrexia should not be in itself considered proof of even incipient 
peritonitis. A recognizable tumor is present in more than one-half of the 
cases, but may only be detectable when the abdomen is examined during 
a paroxysm of pain. In one rare chronic case there were good reasons 
for thinking that the duration was over a year. 

When speaking of spontaneous cures, the author demonstrates the folly 
of Mr. Thomas’s argument for delay, by showing that even of the few who 
survive the immediate effects of elimination by gangrene of the bowels, 
40 per cent. eventually die. The section on stricture of the bowels is 
good, but contains nothing specially noteworthy, except that auscultation 
at the seat of obstruction during the administration of an enema is con- 
sidered of great diagnostic value. 

Tumors of the bowel producing obstruction, and compression effected 
from without by morbid growths of other viscera are carefully considered. 
It is shown that foreign bodies may by their lodgement produce obstruc- 
tion, but that this is seldom the case. Of the various portions of the 
alimentary tract where arrest may occur viz., the stomach, duodenum, the 
lower end of the ileum, the cecum and the rectum, the cecum is said to 
be the one in which lodgement is most likely to occur. Sex is of diagnostic 
value where the occluding body is supposed to be a gall-stone, since 
females are nearly four times as frequently affected as males. The patients 
are usually beyond middle age : in only one case was the patient less than 
forty years of age. Acupuncture for diagnostic purposes is condemned 
unless a distinct tumor can be felt. Enteroliths rarely become a source 
of permanent obstruction, as they are either spontaneously evacuated or 
removed from the rectum. 

Ileus paralyticus is described as a condition where owing to previous 
constipation, either as cause or result, the peristaltic movements have 
become so feeble that complete fecal obstruction occurs rendering a seg- 
ment of the bowel utterly incapable of exercising its motor functions. 
These being rather medical than surgical cases, their consideration need 
not detain us. Without reproducing the actual words of the author, no 
fair idea of the chapters upon diagnosis can be given, and we shall there- 
fore confine our remarks to a few salient points. As we have said before, 
we think that Mr. Thomas has demonstrated to a great extent the inac- 
curacy of Dr. Brinton’s teachings as to the reversed axial current, which 
Mr. Treves thinks is amply sufficient to account for fecal vomiting. Mr. 
Treves remarks that “it is doubtful whether any ailment of an equally com- 
mon nature has been the subject of so many errors in diagnosis” as intesti- 
nal obstruction. If, however, some of the wise advice of the author be 
borne in mind, we think mistakes will become less common. Thus he says, 
that a previous history is often a complete elucidation of an obscure case, 
and that repeated examinations of the abdomen should be made, for “it 
is absurd to suppose that in any given case all information derived from 
an examination of the belly is likely to be obtained during one isolated 
inspection.” In acute attacks supervening upon chronic ones, coils of 
distended intestine may be seen through the thinned abdominal walls, a 
symptom which is absent in primary acute obstruction. The site of pain 
is not often of value since it is so often referred to the region of the umbil- 
icus, doubtless from irritation of the peripheral branches of the superior 
mesenteric plexus. Enemata and the passage of the long tube are value- 
less for diagnostic purposes, but auscultation during the use of the former 
is looked upon with favor. 
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One of the most valuable portions of the work is that dealing with 
‘¢ pseudo-strangulation” and the affections liable to be confounded with 
intestinal obstruction. With regard to the former condition, Pfliiger’s 
experiments afford a rational explanation. He found that mechanical 
irritation of the skin of the abdomen would arrest the movements of the small 
intestine. Now this skin is supplied by certain dorsal nerves whose main 
trunks also send branches to the splanchnic nerves. Clinically, a phlegmon 
of the abdominal walls, an inflamed testicle, an inflamed hydrocele, etc., 
have produced all the symptoms of strangulation so as, in an instance 
of the latter, to mislead even Dupuytren. 

The subject of treatment is ably handled. In acute and subacute cases 
nourishment must be administered by the rectum unless it increases the 
pain and vomiting, as it sometimes does. Opium is of immense value, 
and under its free use many cases of acute intussusception have yielded in 
their early stages. Still it must be used with caution lest it mask the 
danger, the best rule for its exhibition being to give the drug as we should 
for strangulated hernia. Aperients are utterly condemned in the acute 
and subacute cases, but in fecal accumulation, given with care and aided 
by enemata, they may prove valuable. ‘ In many cases of chronic intussus- 
ception the occasional and cautious use of gentle laxatives is of much service 
as a palliative measure.” Recent observations seem to show the occasional 
advantage of metallic mercury in purely fecal accumulations, but its use- 
fulness is not due to the weight of the metal but to the disintegrating 
action of its minute particles which insinuate themselves throughout the 
mass. Massage alone is useful chiefly for chronic fecal accumulation and 
the dislodgement of foreign substances, but is of very limited applicability. 
Enemata are probably only of value for trouble involving either a part, 
or the whole of the large intestine. Contrary to Mr. Thomas’s positive 
assertions, Mr. Treves shows that in certain cases of stricture, etc., of the 
colon water will easily pass from below upwards, but not from above 
downwards without much difficulty, owing to the valve-like nature of the 
obstruction, so that enemata may dissolve and break down fecal accumu- 
lations thus circumstanced. Insufflation and entero-centesis are consid- 
ered, the latter not being regarded with much favor. Laparotomy is 
exhaustively treated of, but we cannot do more than mention this chapter 
with the highest commendation for its thoroughly practical character. 
Primary enterotomy is disapproved of, but may become necessary after 
lumbar colotomy when the site of stricture is above the opening in the 
large gut. Much good advice, founded upon personal experiment and 
operative experience, is given as to enterectomy and colectomy. Owing 
to the time consumed by such operations, and the exhausted condition of 
the patient, together with the probable diseased condition of the bowel, 
primary enterectomy for obstruction followed by immediate suturing of 
the gut, is not generally advisable, but the diseased mass having been re- 
moved or the gut simply opened an artificial anus is to be established, and 
then after a time a successful suturing of the bowel can be undertaken. 
This rule is not applicable to resection high up in the jejunum lest inani- 
tion ensue. 

The final chapter deals with the special treatment of individual forms 
of obstruction, and to it we must refer the reader for details. <A full 
index renders the book doubly valuable. 

This work serves as an admirable foil to Mr. Thomas’s book. Mr. 
Treves has no special treatment peculiar to himself that is appropriate for 
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any and every case disregardful of the experience of others, but, with a 
truly catholic spirit he has brought together all that pathology, physiology, 
experiment, and best of all, experience, can offer to help us, all being tem- 
pered by the judicious commentaries of one who has himself doubted, 
failed, and finally succeeded in reaching firm ground whence he offers to 
us a helping hand. 

No one can afford to be without a copy of this book, and we can un- 
hesitatingly recommend it as by far the best work that has ever appeared 
upon the subject of intestinal obstructions. C. B. N. 


Art. XVI.—Saint Thomas’s Hospital Reports. New Series. Edited 
by Dr. Seymour J. SHarkey and Mr. Francis Mason. Vol. XIII. 
8vo. pp. xiii., 526. London: J. & A. Churchill, 1884. 


Tue Saint Thomas’s Hospital Reports is always a welcome visitor, and 
the present volume is doubly so from the variety of the papers and the 
carefully compiled reports of the various departments of the Hospital. 
As in last year’s volume there is a marked preponderance of medical over 
surgical papers. 

Under the caption of Notes from the Laboratory of Saint Thomas’s 
Hospital, Mr. Bernays contributes some careful analyses of milk, ‘stale 
and fresh,” to establish “the thesis that it is impossible on the results of 
an analysis of sour milk to establish the nature of a milk when fresh.” 
To this paper is added a note containing the analyses of milk in two cases 
where the milkmen were summoned before a magistrate for “ watering.” 
The results of a double analysis, by Mr. Bernays and by the Somerset 
House chemists, fully bears out the thesis whieh the former lays down. 

Mr. BENNETT’s interesting paper on Vegetable Growths as Purifiers of 
Sewage, ought to excite considerable interest. The notes are based upon 
an examination of vegetable growths in the tanks of the Hertford Sewage 
Works. Mr. Bennett regards the growth of the ‘‘ sewage-fungus” as an 
‘undoubted evidence of the presence in the water of an abnormal amount 
of sulphates in solution, derived either directly from sewage, or from the 
substances used in precipitating it.” It apparently has no injurious effect 
upon the water; abundance of live fish have been taken from the channel, 
and, in the opinion of Mr. Bennett, if the fungus “ be allowed to accumu- 
late and be periodically removed, it may tend to purify the water by 
abstracting from it some of the undue proportion of sulphur.” Mr. Ben- 
nett finds four varieties in the growths found in the water: 1, an olive- 
green substance, consisting chiefly of large masses of oscillaria in a more 
or less completely decomposed state; 2, green algoid growths, consisting 
of various Conferve and Cladophore, together with large quantities of the 
animal life usually met with in running and stagnant water; 3, a brown 
floating matter generally found in patches on the effluent water, and 
made up of highly carbonaceous vegetable matter more or less decom- 
posed; and 4, large masses of grayish-white flocculent substanee, the 
‘** sewage-fungus” referred to above; the whitish masses found to be com- 
posed of *‘immense quantities of filaments of an organism identified as 
Beggiatoa alba, Vauch, or a closely allied species.” This organism has 
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been carefully studied by German observers, and further notes from an 
English standpoint will be looked for with great interest. 

Dr. KitNEr’s paper on The Effects of Electricity upon the Oirculation, 
Local and General, is the result of a large number of careful experiments, 
with a practical exemplification in two cases, one of severe neuralgia in the 
knee, where the temperature of the two sides was not equal, and where 
the constant current gave temporary relief; the other, a case of congestion 
of the hand due to an affection of the musculo-spiral nerve; the applica- 
tion of the induced current removed the congestion, and the general mus- 
cular tone began to improve. An excellent plate of seven figures illus- 
trates Dr. Kilner’s paper. 

Dr. SHARKEY contributes the reports of Two Cases of General Atrophy 
treated by the “ Weir Mitchell” Method, which is an interesting exposition 
of the benefits following the use of the “rest cure” in a certain class of 
cases to which the two which he uses as a text belonged. All the ele- 
ments of the treatment laid down by Dr. Mitchell, and made familiar to 
the profession in England by Dr. Playfair in his little book on the “ Sys- 
tematic Treatment of Nerve Prostration and Hysteria,” were carefully 
followed out. Absolute retirement and rest, massage and electricity, and 
a careful attention to the diet constituted the only treatment, and with 
entirely satisfactory results. Dr. Sharkey gives also careful reports of the 
weight of the patients taken from time to time, and aspecimen of the diet- 
ary table. The paper is admirable and comprehensive, and does not need 
the half-apology for the triteness of the subject with which Dr. Sharkey 
presents it to the reader. 

Dr. CARPENTER’S paper on Common Oatarrh, Sewer, and Sore-throat 
is a contribution to the study of epidemic diseases, resultant upon inves- 
tigation of emanations from a sewer close to his own residence. These 
emanations in the winter could be clearly seen in the form of a vapor 
rising (from a ventilating opening) “in a gentle steamy form, and when 
this vapor has been collected upon microscopic slides smeared with glyce- 
rine it has showed under high power (together with other spores) very 
minute organisms with a high refracting quality, similar to the micro- 
cocci of Hallier and Cohn, forming short chains and colonies taking the 
form of zooglia.”” Dr. Carpenter has noted also that endeavors to collect 
the micrococci always has had a similar effect upon himself, and has led 
him to name them Cacozymes. He describes his sensations as follows: 
‘‘ Twelve hours after exposure I had a relaxed feeling in the throat with 
a frequent desire to swallow, which action was on the following day slightly 
painful. Inspection showed the uvula somewhat relaxed, and the mucous 
membrane of the pharynx slightly congested. The nasal passages became 
dry, and the conjunctiva slightly reddened. Thirty-six hours afterwards 
there was a free flow of acrid water from the nose, a general feeling of 
malaise, and a slight hoarseness, and in forty-eight hours a discharge of 
mucus from the throat, slight laryngeal cough, and the usual conditions ot 
catarrh. The symptoms followed a common course. There was a slight 
bronchial irritation, no loss of appetite, and gradual disappearance of the 
relaxation of the throat, and increased discharge of mucus, and restoration 
to healthy feeling in about five days.” Dr. Carpenter invariably noted a 
peculiar odor in the vapory emanation ; he describes it as a “‘ sweet, bad 
hay-like smell,” such as he has occasionally perceived emanating from 
patients “‘ dying of a certain form of kidney disease,” and he adds that 
every attempt to obtain microscopic evidence from the ventilator was 
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always attended by the symptoms described above when that particular 
smell was present. On one occasion he found micro-organisms in the dis- 
charge from the pharynx, similar to those detected upon the glycerine 
slides. It is further noted that ‘the smell in question is never found when 
the place is free from catarrh, and catarrh has always abounded among 
the people when there has been distinct emanations from the opening.” 

Too much cannot be said in commendation of the admirable reports of 
a series of Cases of Tubercular Meningitis, contributed by Dr. Bristowe. 
This series includes ten cases, of which full notes are given, and post- 
mortem examinations of all the eases having been made, good reports of 
these are apperfded. In three of the cases ‘the meningeal affection was 
obviously secondary, as it almost always is, to tubercular disease of the 
thoracic or abdominal organs. But the interesting point in relation to 
this association here is that either the primary tubercular disease had 
apparently become retrogressive if not cured, or that at any rate its 
symptoms had subsided, and from a clinical point of view a cure had been 
effected.” In three other cases the growth of tubercle was comparatively 
slow, and definite symptoms developed only when inflammation became 
superadded. Two other cases were instances of the supervention of tuber- 
cular meningitis in cases of imbedded tumors of duration, respectively 
twelve months and three months before the onset of the meningitis. The 
ninth case was interesting from the fact that there was “tubercular menin- 
gitis attended with quite characteristic symptoms, while no trace of tuber- 
cular disease was discovered in any other part of the organism.” The 
tenth case is noted because of the resemblance of the symptoms to those 
of delirium tremens. A general view of the symptoms presented by these 
ten cases is of great interest. In four of the patients, optic neuritis was 
present, in six there was paralysis, in only three were there convulsions 
(in one they came on a few hours before death, in one the day \«‘ore 
death, and in the third three days before death). The temperature 
varied remarkably: “In one case it never rose above 100.8°, and sank 
to 94° just before death, at which time the pulse was 90°. In one 
the variations were between 100° and 103.4°, but it sank to 98° at the 
time of death. In another it ranged from 99.2° to 102.6°; but fell 
during the last two days to 95.2°, it being 95.4° just before death; at 
which time the pulse (which had been 132) fell to 66. In another case 
the temperature varied from 101.2° to 102°, the pulse generally varying 
from 72 to 88. Before death the temperature was 102.2°, the pulse 140. 
In another case the temperature lay between 102° and 103°, and reached 
103.6° at death; the pulse which was 76 on admission, rose gradually to 
160. In another the temperature was 104.2° shortly after admission, but 
varied during the rest of the patient’s life from 99.2° to 100.5°, the pulse 
varying from 75 to 92. Ina child of two years the temperature ranged be- 
tween 96° and 99° and the pulse was about 66. But the day before death 
the temperature began to rise, and at death it had reached 109°. The 
pulse was 132 when the temperature was 102°. In another instance the 
temperature was generally between 100.6° and 101.8°, but it rose rapidly 
at last and just before death reached 107°. When it was 102° the respi- 
rations were 55 and the pulse 189.” These differences are inexplicable, 
and it is noteworthy that in some cases the temperature should have fallen 
rapidly upon the approach of death, whilst in other it rose rapidly and in 
one case as high as 109°. 

Dr. SEMON contributes to this volume a valuable synopsis of the cases 
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treated in the Throat Department in 1883. This includes formal reports 
of a number of interesting cases, and a section upon the Indications for 
and Methods of Removal of the Tonsils. Dr. Semon recommends that 
the tonsils should be reduced in size under the following circumstances : 
(1) If they interfere with respiration during waking or during sleep, 
and lead to insufficient oxygenation of the blood. (2) If they lead to 
changes in the character of the voice, and to defective articulation. (3) 
If they lead to defective development of the face and chest. (4) If the 
chronic enlargement, though not very considerable, be attended by fre- 
quent attacks of inflammation of the tonsils themselves, by tumefaction of 
the cervical lymphatic glands or by catarrhal conditions of the neighboring 
mucous membranes, notably of the Eustachian tubes.” Of course the co- 
éxistence of adenoid vegetations with the hypertrophic tonsils is a neces- 
sary restriction concerning the general validity of these indications. With 
regard to the rhethod of removal, Dr. Semon takes this position: (1) If 
the patient be under twenty, and the enlargement mainly involves the 
transverse diameter, so that the tonsil or tonsils project a good deal beyond 
the arch of the palate, I avail myself of a cutting operation. (2) If the 
local conditions be the same, but the patient be above twenty, I give the 
patient the option between the cutting and the galvano-caustic operation, 
explaining to him fully the advantages, disadvantages, and risks of both 
methods. (3) If the tonsils, however large, and however productive of 
serious consequences, are entirely concealed behind, or only little project- 
ing beyond, the palatinal arches, I proceed by galvano-caustic operations, 
whatever the age of the patient may be.” Dr. Semon’s whole report, and 
especially this section of it, is well worth careful study. 

Dr. Hurron’s contribution on Mediastino-Pericarditis in Children, 
includes the reports of several interesting cases with the autopsy in one. 

Under the caption of Hammam R’Irha, a Winter Health Resort, Dr. 
SAvILL gives a pleasant account of an Algerian bath station. 

In his paper entitled Cases of Ulcerative Endocarditis, Dr. Percy 
Situ adds the histories of eight cases to those reported by Dr. Orv and 
Dr. GULLIVER in the last two volumes of the Reports. The peculiarities 
of cases noted by Dr. Smith can be seen in the following brief summary: In 
only one case was the disease associated with acute rheumatism upon admis- 
sion, whereas in five the acute process clearly supervened an old standing 
cardiac disease. In two of the cases in which there was no previous history 
of rheumatic fever there was a history of injury, in one only a week, in the 
other fifteen months before the commencement of symptoms. No case was 
associated with acute pneumonia, and in only one was there evidence of 
renal disease on admission, and that with a previous history of scarlet fever. 
With regard to the post-mortem appearances, “four of the eight cases had 
hemiplegia from embolism of the middle cerebral artery. In three the 
hemiplegia was left-sided ; in one large embolic masses resembling exactly 
the vegetations in the heart were found in the femoral and superior mes- 
enteric arteries.” 

Egypt is well represented in the reports, having no less than two articles 
devoted to a discussion of its sanitary matters. One entitled Sketches of 
an Egyptian Cholera Hospital, is contributed by Dr. ACLAND, the other 
on Medical Matters in Egypt by Dr. F. M. Sanpwitts. 

Dr. TyRRELL describes some new and improved anesthetic apparatus, 
with which he uses Regnaud’s anesthetic mixture. The advantages 
claimed are that only a very small quantity of the mixture need be used 
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(one drachm sufficing “for seven or eight dental patients taken one after 
the other’’), that the administration is so gradual that cardiac failure is 
extremely unlikely to occur, and that vomiting is extremely rare, Dr. 
Tyrrell having only noted one instance out of 200 cases. 

The Report of the Department for Diseases of the Skin is furnished by 
Dr. Payne, and includes excellent summaries and detailed instances of 
some of the rarer and more important cases which came under observation, 
and notably one of xanthelasma multiplex. 

The Report of the Obstetrical Department is edited by Dr. Duncan, 
and the Medical Report by Dr. Happen; both are carefully prepared and 
well worth study. R. P. R. 


The first surgical paper in this volume is one by Mr. F. Le Gros 
CxarK, entitled, Some Records of Surgical Experience, which is a con- 
tinuation of one in a former volume. This paper is made up of a number 
of brief expressions of opinion on the part of the author, founded on his 
personal experience. It includes his views in regard to such minor details 
as the treatment of warts, ingrowing nails, and abscesses of the tonsils, 
and of such general matters as the influence of food and drink on health 
and longevity. In connection with the treatment of chronic abscess, there 
is a good suggestion to make a small opening at a dependent point, to allow 
as much pus to escape as will naturally come away, and then to apply an 
elastic bandage, in such a way as to gradually compress, empty, and obli- 
terate the abscess cavity. Drainage tubes the author has no faith in, be- 
lieving that they do more harm than good. His treatment of nevi is to 
cut up the substance of the tumor with a tenotomy knife, introduced sub- 
cutaneously, and then to cauterize the interior thoroughly with nitrate of 
silver melted on a probe. He is opposed to the free incisions sometimes 
practised in the treatment of carbuncles. In the treatment of erysipelas, 
he does not think the morbid process can be limited by the application of 
nitrate of silver, but that the cases so reported must be cases of simple 
erythema, which is amenable to this method. In the treatment of stric- 
ture of the urethra, Mr. Clark prefers gradual dilatation, which, when it 
succeeds, he thinks gives more lasting results than any other method. 
Where it does not prove successful, he uses caustic (potassa fusa) pressed 
against the face of the stricture till it passes through it. 

A very interesting and useful part of this paper is devoted to the con- 
sideration of the pulse, temperature, and tongue, as indexes of the condi- 
tion of the patient. We cannot dwell upon his details, but we feel that 
there is sometimes a gap in the treatment of surgical cases which would 
be well filled if more consideration were given to what might be called the 
medical aspect of the case, and so we feel that such records of personal ex- 
perience as we have here have a peculiar value. For the treatment of 
hemorrhoids (presumably internal hemorrhoids), Mr. Clark is a believer 
in the ligature. The author in speaking of burns, mentions an interest- 
ing case, in which he thought he could circumvent nature, and overcome 
the tendency to contracture by making a support for the arm which had 
its point d’apput upon the chest wall. The result was curvature of the 
spinal column; a result which will bear thinking over before one may 
feel sure of having rightly comprehended its mechanism. On the great 
tobacco question Mr. Clark is temperate. He believes that in most cases 
the moderate use of tobacco is beneficial. In regard to fractures of the 
neck of the thigh-bone, he does not accept the common explanation of 
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their causation by a slight trip or false step, but thinks that the trip is 
caused by feebleness, and the fracture by direct violence to the trochanter 
in the fall. Some space is given to discussing the nature and effect of 
railroad injuries, which have attracted so much attention of ‘late in Great 
Britain. In regard to these, the views of the author are conservative. 
He makes also some interesting suggestions as to the effect of habits asso- 
ciated with daily railroad travelling, and the way they may simulate or 
lead to injury. 

Mr. Joun R. Lunn has an interesting paper, giving a description of a 
case of Osteitis Deformans, with six plates, which add very much to its 
value. This paper must be examined in order to get an idea of its 
character, and will repay perusal. 

Mr. Cuartes E. Truman, Assistant Dental Surgeon to the Hospital, 
has a paper on A few Cases of Broken Jaw. This is a sort of an emulsion 
of dental and surgical therapeutics. The surgical part is trite enough, 
and so, for that matter, is the dental. The writer has made a slight 
modification of the old trough splint which seems to be an improvement. 
But surgeons rarely have use for these apparatuses which demand the em- 
ployment of an instrument maker. 

The next paper, by Mr. WALTER Epmunps, ona Case of Gastro-Colic 
Fistula, is short, but very interesting. The patient had suffered for some 
time with symptoms which we wonder did not suggest the presence of 
cancer in the stomach or an adjacent organ. Upon his admission to the 
hospital a diagnosis of gastro-intestinal, and probably gastro-colie, fistula 
was made by Dr. Bristowe, who had previously seen a similar case. A 
few days later Sir William MacCormac performed the first part of right 
lumbar colotomy, following it in four days by opening the gut. This 
led to no improvement, and three days afterwards the patient died. The 
fistula was found, at the autopsy, to be the result of ulceration of a can- 
cerous mass which connected the stomach and the transverse colon. The 
paper contains some interesting remarks on the subject and reference to 
several other cases. 

Mr. G. H. Maxkrns contributes a valuable paper on A Case of Artifi- 
cial Anus treated by Resection of the Small Intestine. The fistula fol- 
lowed a completed operation for strangulated inguinal hernia, an attempt 
to close it having been made before doing the operation which is the sub- 
ject of the paper. For this operation the patient was prepared by confine- 
ment for two days to liquid diet, and by receiving irrigations of the upper 
end of the bowel with salicylic lotion. At the operation about three and 
a half inches of the intestine was excised, with a corresponding wedge of 
mesentery. The two edges were united with a first row of twenty-five 
very fine China-twist sutures, passed with a small curved needle, such as 
is used for suturing the sclerotic. These sutures were passed through the 
whole thickness of the gut, about a tenth of an inch from its free edge, 
commencing at the mesenteric border. They were tied in batches of five 
at a time, and then the second row of Lembert’s peritoneal stitches was 
passed in the same manner. During the stitching, which occupied about 
three-quarters of an hour, the intestine was kept moist with warm salicylic 
lotion. An important step of the operation consisted in drawing the bowel 
out of the abdominal cavity, and isolating it by packing small sponges 
around it before it was divided. The wound was dressed with powdered 


1 A case strikingly confirmatory of this opinion happened in the practice of the 
reviewer very lately. 
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iodoform, iodoform-gauze, and a pine-wood bag. Healing progressed 
almost without interruption, though there was a short attack of congestion 
of the kidneys, with hematuria. The plain and succinct account of this 
operation and its happy result is followed by some instructive remarks 
upon the subject in general, and two tables: one containing 39 cases, col- 
lected by Mr. Makins, of similar operations for artificial anus, and the 
other containing 55 cases of the same operation for gangrenous hernia. 
Mr. Makin’s study has led him to the belief that, while the operation of 
resection has been followed by a relatively greater number of deaths than 
the operation with the enterotome, this disparity is to be accounted for 
partly by errors in technique in the former method, which can be cor- 
rected, with improvement in the ratio of recoveries. In the matter of 
success, the operation of resection is ahead of the enterotome operation, 
while it is a very much less tedious method. Mr. Makins formulates his 
conclusions as follows :— 


‘* The rules to guide us in these cases as deduced from the above statistics would 
seem to be the following :— 

‘¢1, When no projection of the mesenteric border exists, a temporary tube, 
either of silver in two halves separable by a screw, or of India-rubber, should be 
tried, and if after a sufficiently prolonged trial a satisfactory passage is (sic) estab- 
lished, a secondary plastic operation may be resorted to if necessary. 

‘¢2. When both openings are readily found, but the passage of intestinal con- 
tents into the lower one is prevented by a ‘spur,’ Dupuytren’s enterotome fol- 
lowed, if necessary, by a plastic (sic) may be tried. 

‘¢3. If either of the former methods have failed, if the lower opening is (sic) 
not to be found, or from the height of the fistula in the intestinal tract the patient 
is (sic) emanating rapidly (since the average duration of Dupuytren’s method 
varies from four months and a half to one year), resection is indicated. The 
application of the clamp is unsafe before the end of the second month subsequent 
to the formation of a fistula, since prior to that time the adhesions are not firm 
enough to bear interference without danger.”’ 


These conclusions seem to be warranted by the facts collated by Mr. 
Makins, whose paper is a valuable contribution to the literature of this 
subject, and incidentally to the subject of operation for gangrenous hernia. 

The last surgical paper is a short account of Four Cases of Symmetrical 
Development of Fat at the Back of the Neck by Sir W1LL14aM MacCormac. 
The paper is illustrated with seven excellent wood-cuts, contains a number 
of interesting facts in regard to these growths, which are apparently not 
so rare as one would imagine. Incidentally we find a strong indorsement 
of the wood-wool dressing, rendered antiseptic with corrosive sublimate, 
which seems to be much used in St. Thomas’s Hospital. 

We now come to the Statistical Tables for the year 1883, which, while 
having a dry look at the first glance, are full of interest, and may be made 
to yield much instruction. In regard to some of these we shall be com- 
pelled to record some criticisms, as, for example, the record of a case of 
hydrophobia, so called, from the bite of a cat, about the diagnosis of which 
we have some doubts. We object also, as we have done in a review of a 
previous volume of these Reports, to the use of the expression ‘ soft sore” 
to designate the chancroid ; and are surprised at the classing of sarcomata 
and four-fifths of the cases of syphilis as cured—about both of which it 
would be interesting to know how the fact of cure was established in the 
space of less than a year. Then we wonder that the injuries of the spinal 
cord—myelitis and concussion—should be called injuries of the “ spine.” 
Of course, “ paralysis of the musculo-spinal nerve” is a printer’s error ; 
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but what a singular mode of progression is indicated by the insertion of 
an operation for necrosis of the inferior maxilla among operations upon 
the ‘‘ locomotory system.” It is a matter for regret that the figures for 
aneurism—popliteal 3, femoral 1, with 2 recoveries and 2 deaths—do not 
indicate which died. It is curious also to note that a case of osteitis 
deformans, the patient, being between 40 and 50 years old, was relieved 
(if we understand the abbreviation R.) in a period of time between five 
and thirteen days. Again, it is rather remarkable that of five cases of 
gangrene, three of which were senile, only one died. It would be inte- 
resting to have more details of these cases, and to know more than a 
scrutiny of the table of operations seems to indicate, namely, that in one 
of these cases a ‘* Pirogoff” amputation of the foot was performed, and was 
followed by recovery. 

In the treatment of hemorrhoids (there being no indication as to 
whether they were internal or external, though presumably the former) 
we see that 14 cases were treated by clamp and cautery, 4 by ligation, 
and 1 by clamp alone. 

A study of the special tables, which follow the general statistics, is as 
interesting as instructive. The operations for vesical calculus, for exam- 
ple, show ‘the exceedingly bad result of three deaths in eight operations 
of lateral lithotomy. In view of this appalling mortality we would 
suggest to our British brethren to study the available statistics and pres- 
ent standing of the supra-pubic method, with which they seem to be less 
familiar than the surgeons of any other civilized nation. When eminent 
Continental surgeons, and some even of their own number are coming to 
the conclusion that the future of stone operations will belong to this 
method and to that known as“ Bigelow’s,”’ it is high time that those who 
think differently should have better backing for their opinion than a 
mortality of more than 33 per cent. in the method they select. In this 
connection we observe that the weights of the calculi are not given in the 
report, and that it is impossible to tell how soon the deaths occurred, or 
how long delayed were the recoveries, both of which data have a very 
important bearing upon the merits of any operation. 

When we turn to the statistics of joint-diseases, the results are seen to 
be much better than those in stone cases. Of 79. cases of hip-joint 
disease, 24 are set down as cured, 51 as relieved, and only 4 as having 
died ; of 63 cases of knee-joint disease, 23 were cured, 35 were relieved, 
1 was unrelieved, and 4 died ; of thirteen cases of ankle-joint disease, 8 
were cured, 6 were relieved, and 1 unrelieved (a specimen of mathe- 
matics which we cannot comprehend, and which we cannot make corre- 
spond, even approximatively, with the figures in the tabulated statistics). 

The matter of fractures of the cranium is of great interest to surgeons, 
so it will be pleasant to find that at St. Thomas’s, out of 27 cases of 
fracture of the base of the skull only 10 died, while 15 were “ cured,” 
and 2 were “‘ relieved’””—whatever that may mean. It isa pity that the 
limitations of a report of this kind do not permit the giving of more 
details about tl.ese important injuries, as, for example, the nature of the 
accident and an exact description of the fracture, which would contribute 
to a determination of the mechanism of fractures of the base of the skull. 

Among the injuries of the lower extremity there are several cases 
which illustrate how serious injuries may be followed by recovery. In 
one of them, a girl, fifteen years old, who fell from a window, there was 
much comminution of the lower third of the left femur, with a small wound, 
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the fracture extending into the joint; there was also a fracture at the 
junction of the epiphysis of the right femur with its shaft, and slight 
separation of the condyles with comminution of the outer one, in addition 
to an incomplete fracture of the lower jaw, and shock. This patient made 
a good recovery, and had good motion with no difference in the length 
of the limbs—which is certainly a triumph of conservative surgery. 
There are three cases of fracture of the neck of the femur noted, all on 
the right side, and all impacted. 

The special table of the cases of hernia is disappointing, partly because 
it is hard to see the reason for calling some of them cured and others 
relieved. For example, how could it be said that a strangulated inguinal 
hernia of twenty-four years’ standing was cured by a warm bath? And 
how, on the other hand, was there no cure in the case of an infant three 
weeks old, who would certainly be regarded as a more hopeful subject ? 
These anomalous conclusions make it hard to determine exactly what 
inferences are justifiable from the statement of results in this table, 
although the probability is that all the cases not operated upon for a radi- 
cal cure ought to have been classed as relieved. One inference of 
decided value seems to be warranted by the statistics given, namely, that 
ice will often make a hernia reducible which has resisted other measures; 
another is that the operation of opening the sac is not without grave 
dangers in this hospital, for two out of nine patients so treated died. 

The special table of cases of pyeemia presents some curious illustrations 
of the eccentricities of surgical phenomena. Here, for example, is a man 
who died of pyemia after an injury of the finger, followed by suppuration 
and necrosis of a phalanx. A woman, admitted three months after con- 
finement, was suffering with pyemia, and was dismissed as cured only 
after 195 days. A female infant, nine months old, was admitted with 
apparently spontaneous pyemia, and died in four days. Another girl, 
eleven years old, was admitted as a case of rheumatic fever, but had 
pyzemia, due, apparently, to necrosis of the femur. A boy, six and a 
half years old, had disease of the tarsus and pyemia, and died suddenly, 
two days after admission, with pericarditis and rupture of the left ventri- 
cle of the heart. The last case to which attention will be directed was 
one of large popliteal aneurism, in which, after digital compression for 
seven hours and three-quarters, gangrene ensued, for which an amputa- 
tion was performed five days later, which was followed by pyemia and 
death in eleven days. 

It appears, from this report, that the ‘‘ Antiseptic Method” has some 
failures in St. Thomas’s Hospital. For example, here is a case of ampu- 
tation in a man twenty-seven years old, through the lower third of the 
thigh, for knee-joint disease, done under the spray, which was followed by 
carboluria, pyemia, and death in nine days. Another case, of a boy five 
and a half years old, from whose back a large fibro-lipoma was removed 
‘‘ with antiseptic precautions,” the dressings being of carbolic acid solu- 
tion, carboluria, pyemia, and death followed in the space of eleven days. 
Again, we find a woman, forty-five years old, whose breast was ampu- 
tated for a chronic induration with sinuses, and dressed “ antiseptically,” 
until one day when it is noted that solution of chlorinated soda was 
substituted for the antiseptic dressing, there being a well-marked erysipe- 
latous eruption on the chest around the wound.” The end was, never- 
theless, pyemia and death. 

In concluding this review we desire to express, as we have done before, 
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our appreciation of the difficulty of compiling accurate statistics in a 
large hospital, and also of the fact that it would be unreasonable to expect 
that the Surgical Registrar of St. Thomas’s Hospital would, or could, 
make up his tables so as to satisfy all his critics. But we are prompted 
to. point out what appear to us to be defects in this report in order to show 
that there are those who find it and its like worthy of careful study, and 
who would be glad to get more, and more precise, instruction from a source 
whence they already derive so much. Taken as it is, the volume before 
us contains a rich mine of facts, which cannot fail to repay the toil of any 
one who will dig into it. C. W. D. 


Art. XVII.—Transactions of the American Ophthalmological Society. 
Twentieth Annual Meeting. 8vo., pp. 764. Boston, 1885. 


Tue first paper is by Dr. H. Dersy, of Boston, who discusses the value 
of Iridectomy in Chronic Jritis, as illustrated by a case that afforded 
unusual opportunities for testing it. This operation, originally proposed 
by Von Grefe for cases of total synechia, has since been extended by 
some surgeons to cases of chronic iritis with manifold points of adhesion, 
with a view to a therapeutic, or rather preventive effect upon the disease. 

In the case reported by Dr. Derby, the disease recurred with remark- 
able frequency, but was generally of a mild character and yielded readily 
to atropia. ‘The patient, a lady of 60 years, was seen by Dr. Hay and 
Dr. Knapp, and afterwards by Prof. Horner, of Zurich, all of whom 
advised against iridectomy; but was subsequently operated upon by a 
local surgeon in a small town on the continent. 


Here then we have a case of chronic recurrent iritis, pacionm | over two years, 


and persistent to an unusual degree. We are accidentally enabled to study the 
effects of an iridectomy on the progress of the disease, which at the time was 
evidently growing less severe. It must be admitted that there was no immediate 
effect upon the disease, and that in all probability the ultimate cessation of the 
symptoms was due to the fact that the malady had worn itself out, and was self, 
rather than artificially limited. In view of all the circumstances I am unable to 
persuade myself that the iridectomy did any good here, or would be justified in 
another similar case. 


Dr. Knapp said that iridectomy in chronic iritis had frequently resulted 
badly, and that his experience had taught him to restrict it to those cases 
in which there is a tendency to cyclitis and glaucoma. 

Dr. Cuas. S. Bui, of New York, reports Three Cuses of Restoration of 
the Eyelid by Transportation of a Flap without a Pedicle. In two the 
deformity was the result of extensive burns, and in the third of caries and 
long-continued suppuration of the inferior orbital margin and malar bone. 
A flap, considerably larger than the space to be filled, was taken from the 
forearm and carefully freed from fat and connective tissue. Only two or 
three sutures were used, and the whole surface was covered by a single 
layer of gold beater’s skin and five layers of iodiform gauze; a layer ot 
borated cotton was placed over all and held in position by a roller bandage. 
There was no considerable sloughing, and only moderate subsequent con- 
traction, and the result in each case was satisfactory. 
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Dr. B. E. Frrer, of Kansas City, also reports A Successful Case of 
Skin Flap Transplantation without Pedicle to Lower Lid, after removal of 
an Epithelioma. The operative procedure was much the same as in Dr. 
Bull’s cases. Gold beater’s skin plaster was used and the cotton and 
bandage were dispensed with. ‘Three months after the operation there 
had been but slight contraction, and the graft very closely resembled the 
surrounding surface. 

Dr. R. H. Dersy, of New York, in this connection reports a Case of 
Gangrene of the Lids, with subsequent Restoration of Tissue without Plastic 
Operation, and remarks that: ‘in Wolfe’s operation it has been more 
than once noticed that while the transported flap has shrunk to very small 
dimensions, yet an improvement in the condition of the parts has been 
observed. May the history of the above case possibly throw some light on 
what takes place in such cases?”’ Several members spoke of the excessive 
shrinking that usually takes place on flaps transported by Wolfe’s method. 

Dr. G. C. Harwan, of Phila., presents the history of a Case of Mono- 
cular Blindness, with violent Blepharospasm and Mydriasis, all relieved by 
Mental Impression. The symptoms, which were very obstinate and had 
resisted prolonged treatment by a variety of methods, yielded at last to 
the application of a Charcot magnet. An imitation of the magnet made 
of wood was subsequently found to be equally efficient. 

Two Cases of Neuro-retinitis with almost sudden Loss of Sight in both 
Eyes, are reported by Dr. Knapp, of New York. ‘In one blindness re- 
mained permanent, with the exception of a small island in the visual 
field of the right eye; in the other case, sight was perfectly restored in 
both eyes. The blindness in both cases was binocular and absolute, with 
complete immobility of the pupils on changes of light, in the first case for 
several months, in the second for three days. There is nothing very 
unusual in the recovery of sight after neuro-retinitis from meningitis and 
other diseases, much less unusual is the permanence of blindness after 
neuro-retinitis ; but total blindness occurring in the course of several 
hours, being accompanied by nothing but choked disk, constitutional 
diseases such as albuminuria, diabetes, syphilis and the like being absent, 
is certainly very rare.” During the discussion, cases were cited of blind- 
ness with optic atrophy resulting from cerebral disease, all other symptoms 
of which entirely disappeared ; and reference was made to the fact that 
extensive disease may exist in the frontal lobes without producing any 
decided symptoms. 

Dr. Wm. F. Norris, of Philada., contributes a paper on Hereditary 
Atrophy of the Optic Nerves. He gives the history of a family of seven 
children, in every one of whom the disease appeared. The parents had 
perfectly healthy eyes, but the great-grandmother, a granduncle, two 
uncles, and several cousins, all on the mother’s side, had been affected. 
The loss of sight came on gradually in all except one of the seven children. 
Frequent frontal headaches with loss of central vision were the most 
prominent symptoms. The fields of vision for form, yellow, blue and 
red were also contracted, on the order mentioned. ‘Unfortunately, no 
remedy has as yet been found which exerts a marked influence on shorten- 
ing the course of the disease, or in mitigating the severity of its manifesta- 
tions.” In the younger children of the family, the disease commenced at 
an earlier age. The earliest age was seven and the latest thirty-five. 

Dr. Joseru A, AnpREws, of New York, discusses Jeguirtty Ophthal- 
mia. He admits that treatment by jequirity is not altogether free from 
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danger, and urges the importance of selecting appropriate cases, and 
making the application with care. As it has been found that different 
patients vary greatly in their susceptibility to the effects of the drug, he 
commences with a weak solution (2 per cent.) applied only once in twenty- 
four hours, and regulates the after-treatment according to the result 
obtained. He applies the solution by brushing it over the palpebral 
conjunctiva, and advises against instillation and the use of saturated 
compresses. 

Papillary hypertrophy of the conjunctiva is not favorably influenced by 
the remedy, and pre-existing purulence is a positive contraindication to 
its use. 

He has never been able to find any micro-organisms in the trachomatous 
tissue. 

He considers it important that the jequirity solution should be fresh. 

During the discussion, several members called attention to the fact that 
the conjunctiva loses its sensibility to jequirity after continued applications. 
Dr. Schell had found that an old solution is just as effective as a fresh one 
if it has been preserved with boracic acid, according to the suggestion of 
Mr. Sayre. 

A New Perimeter is described by Dr. Ezra Dyer, of Newport, R. I. 
It is “a combination of the bow perimeter of Aubert-Férster and the hemi- 
sphere of Sherk.” As it is impossible to give a satisfactory description of 
the instrument without the diagram, the reader must be referred to the 
original. ‘ The advantages claimed for this perimeter are—first, the en- 
tire field of vision is traversed by the eccentric object, from the periphery 
to the centre, and, by reversing the motion, from centre to periphery, in 
two minutes without haste. This brings an exhaustive examination of 
the field of vision for the detection or exclusion of a limitation or scotoma, 
within the available time of any one. Second, when a limitation of the 
field is detected it can be very rapidly marked out, saving time to the 
examiner, fatigue to the patient, and insuring greater accuracy, as in the 
short time required there is very little danger of a movement of the head. 
Third, both objectives can be made small electric lights of from one to 
seven candle power, at will. With these the sensibility of the retina can 
be tested quantitatively.” 

Dr. H. 8. ScHett, of Philadelphia, reports a Case of Embolism of the 
Retinal Artery. The patient, a woman 71 years of age, experienced a 
flashing of different colors before the left eye, followed by sudden loss of 
vision of that organ. ‘‘ The ophthalmoscope disclosed a pallid and swollen 
disk and oedema of the central portion of the retina, with, however, no red 
spot at the macula. The vessels were altered; the veins very much 
smaller than the arteries, the latter not much below their normal diameter. 
There was a very slight difference of color between the two sets of vessels. 
In the inferior branch of the artery, just before it passed over the edge of 
the disk, there was a space, about one-fourth of the disk’s diameter in 
length, which was apparently empty of blood. This space included the 
entire calibre of the vessel, was pale in color, and motionless. Pressure 
upon the ball from before backward in the manner recommended by Mauth- 
ner, so as to increase the ocular tension, emptied the veins completely, 
but had no effect upon the arteries. The veins refilled instantly when the 
pressure was removed. After massage had been practised in this way for 
some minutes, a regular current of blood began to flow through the vessels. 
This movement was made visible by the fact that the blood stream was 
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broken into numerous very short cylinders, separated by about their own 
lengths, and following in regular procession, without rhythm, and with 
about the apparent rapidity of the blood-corpuseles in the capillaries of a 
frog’s foot under the microscope. These little cylinders passed from the 
disk some distance along the arteries before they were lost sight of in the 
cedematous retina, then formed again at the distal extremities of the 
veins, and flowed back to the disk.” 

Two months afterward “the disk had become white; the arteries thread- 
like, except that three small spindle-shaped dilatations, on as many 
branches, could be seen.” There was only light perception. 

Examination of the heart showed insufficiency of the mitral valve, and 
hypertrophy of the left ventricle. 

Under the head of A-Case Illustrating the Natural History of Cataract, 
Dr. A. MatHEewson, of Brooklyn, gives the history of a patient, aged 84, 
who became blind from cataract more than twenty years ago. The right 
eye was successfully operated on in 1863, but the left was not interfered 
with. The latter was subject afterwards to repeated attacks of iritis, 
which subsided without adhesions. In 1881 he noticed that vision began 
to return in that eye, and a + ,, glass (he had been myopic) gave 39. 
The opaque lens had disappeared from behind the pupil and was found, 
much shrunken, attached to the ciliary region below. In 1883 this eye 
was attacked with acute glaucoma, and it was subsequently found neces- 
sary to remove it. The remnant of the lens was found attached at one 
edge to the ciliary region. 

Several similar cases were mentioned by Dr. John Green. 

Dr. Wa. F. Norris, of Philadelphia, reports a case of Myzxo-sar- 
coma of the Orbit, occurring in a child four months old. The disease 
was first noticed at two months. Three months after the child was first’ 
brought to the hospital, the tumor, which had grown quite rapidly, was 
removed, with all the contents of the orbit, the periosteum was dissected 
off, and the orbital cavity was packed with lint soaked in a solution of 
chloride of zinc. The child made a good recovery, and remained in ex- 
cellent health for about eight months, when there was a recurrence of the 
growth under the inner part of the lower jid. The growth was again 
removed, but returned soon after the patient left the hospital, and proved 
fatal by ulceration and hemorrhage. 

Dr. Norris also reports a case of Osteoma of the Orbit, occurring in 
a delicate woman of thirty-two. It had been growing for nine years, 
and occupied the entire floor of the orbit. It was removed with a gouge 
and mallet, coming away without much difficulty, in pieces. The side of 
the patient’s nose and mouth lost their sensibility, from OY ig of the 
infra-orbital nerve, but it returned in a few weeks. 

Dr. L. WessTER Fox, of Philadelphia, gives the Clinical Binory of 
a Case of Sympathetic Ophthalmia, which ran an unusually rapid course. 
The left eye of a boy, 12 years old, was injured in the ciliary region by a 
sharp-pointed knife. Vision commenced to fail in the right eye in less 
than three weeks, and when seen by Dr. Fox, not much more than three 
months after the injury, the patient had only light perception in each eye. 

Two Cases of Orbital Abscess are reported by Dr. J. A. Liprincort, 
of Pittsburgh, Pa., both occurring in children. In each case the pus was 
evacuated by deep puncture. In one there was complete recovery, with 
full vision ; in the other, a year afterwards, there were some exophthalmos, 
partial ptosis, swelling of the eyelids, optic atrophy, and vision limited to 
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light perception. In the latter case, the patient was less than a year old 
at the time of the operation. 

Dr. W. W. Srery, of Cincinnati, in some Experiences in Refractive 
Cases, insists upon the importance of paralyzing the accommodation 
before testing the refraction. 

Dr. Cuas. J. Krpp, of Newark, N. J., describes two Cases of Disease 
of the Frontal Sinus. In one, a healthy man, fifty-four years of age, 
had suffered for many years with frontal headache, and for a year had 
been affected with protrusion of the eye and double vision. ‘ Palpation 
discovered a nodular tumor of irregular form, which was adherent to the 
upper half of the inner and nearly the whole of the upper margin of the 
orbit. It projected about 2 of an inch towards the eye, and extended back- 
ward in the orbit as far as the finger could reach. It felt hard and un- 
yielding to the finger. No fluctuation could be discovered.” Dr. Kipp 
supposed that he had to deal with a sarcoma connected with the periosteum 
of the orbit, but, in attempting to remove it, discovered that it was an 
abscess, and evacuated a large quantity of fetid pus. The patient was 
doing well, but on the eleventh day was attacked with pneumonia, of which 
he died. An autopsy showed that the disease was simple pneumonia, 
without any evidence of a metastatic character. The frontal sinus, the 
ethmoidal cells, and the spheroidal sinus had been converted into one 
large cavity. The walls of the cavity were carious, and numerous large 
spicula of bone projected from them. 

In the other case, a woman 57 years of age, had also suffered for many 
years, almost constantly, from a severe pain in the frontal region. A 
tumor, about the size of a hickory-nut, which had been growing for about 
six months, was immovably attached to the inner upper angle of the orbit. 
The patient refused to submit to an operation. Some months afterwards 
she returned to be treated for an inflammation of the eye. - Dr. Kipp fre- 
quently examined the tumor, and, on one occasion, unexpectedly felt it give 
way, and succeeded by pressure in evacuating it into the nose. By keep- 
ing the cyst evacuated by frequent pressure, and treating a naso-pharyn- 
geal catarrh, the disease was finally cured. 

The history of a Case of Glioma of the Retina (Double Congenital) 
is given by Dr. Wm. S. Lirrve, of Philadelphia. The patient, a female 
child, was eight months old when first seen. Sight was entirely gone 
from the right eye, and but little remained in the left. There was the 
characteristic white reflex in each eye. No heredity. Attention had not 
been called to the eyes until the child was five months old. 

Tumors subsequently formed in the temples and the neck. Death oc- 
curred about two years after the commencement of the disease. 

Dr. THEOBALD mentioned a case in which he had enucleated an eye 
for glioma, and there had been no return in six years. 

Dr. Knapp said there were well-authenticated cases of permanent re- 
covery, though they were extremely rare. In one of his own cases ope- 
rated upon fourteen years ago, there was still no return of the disease. 

Dr. G. C. Harwan, of Philadelphia, reports Z7wo Cases of Swelling 
of the Optic Papilla, possibly Congenital. In one case, the patient 
applied for correction of myopia, and had no other symptom. There was 
a swelling of between three and four dioptrics of each disk. Their margins 
were indistinguishable, and marked striations extended well on to the 
retina. More than three months afterwards there was no change. 
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In the other case the patient was hypermetropic, and for some months 
had been subject to some frontal and occipital headaches, and ocular pain 
increased by use of eyes. There had also been occasional dizziness and 
transient diplopia. There was a swelling of each disk of about two diop- 
trics. The symptoms disappeared after correction of hypermetropia and 
general treatment, but at the end of more than two months there was no 
change in the ophthalmoscopic appearances. 

Several members referred to similar cases. 

Two Cases, in which Rihlmann’s Hyperbolic Lenses Improved Vision, 
are reported by Dr. G. Hay, of Boston. Both were cases of conical 
cornea, in which numerous combinations of spherical and cylindrical 
lenses had been tried. 

Dr. O. F. Wapswortu, of Boston, in reporting a case of Myxedema 
with Atrophy of the Optic Nerves, says :— 

‘* Although symptoms pointing to disturbance of the cerebral nervous system 
have occurred in some cases, no affection of the eyes, in particular of the optic 
nerves, has, so far as I am aware, been described. It may, therefore, be of in- 
terest to put on record the following case, in which there was atrophy of the optic 
nerve. It may well be that the optic atrophy was only coincident, and had no 
direct connection with the myxedema. Yet primary atrophy, as this evidently 
was, when it affects both eyes, is of comparatively seldom occurrence as an inde- 
pendent lesion.’’ 


A Report of the Examination of the Employés of the Pennsylvania 
Railroad, as to Oolor-sense, Acuteness of Vision and Hearing, by Dr. 
Wa. Tuomson, of Philadelphia, shows the entire success of the system 
proposed by Dr. Thomson, and adopted by the officers of the road, and 
which is now used in the selection of all men who are to be employed in 
signal duty. More than twelve thousand employés have been examined, 
and ‘about four per cent. of color-blind, and ten per cent. defective in 
vision have since been removed from the service, or transferred to other 
duties, where they can do nv injury.” 

Dr. Tuomas R. Poovey, of New York, in reporting a Case of Acute 
Dacryo-adenitis, considers the acute form of the disease comparatively 
rare. As it occurred during the course of an acute diphtheritic inflam- 
mation of the other eye, he thinks it probable that it may have been caused 
by septic absorption. 

Dr. N. F. Mirtenporr, of New York, describes two cases of Mul- 
tiple Colobomata of the Iris or Polycoria Congenitalis. The subjects of 
the defect were father and daughter. In the case of the latter, there were 
five pupils—one near the centre and the others at the extreme periphery. 
In the father’s case there was a central pupil, nearly normal, and a large 
one situated peripherally below and divided into two parts by a thin band 
of tissue. 

Dr. Josern Avs, of Cincinnati, reports a successful experience in the 
Removal of Foreign Bodies from the Vitreous by aid of the Electro- 
Magnet. Several members were inclined to suspect that, on the whole, 
more harm than good may have resulted from the use of magnets in this 
way, and that in a large proportion of cases it is better to remove the 
injured eye. Dr. Knapp felt sure that by proceeding in this way the 
greatest good would be done to the greatest number. 

Dr. S. D. Ristey, of Philadelphia, gives the history of A Case of 
Hypermetropic Refraction, passing while under observation into Myopia 
—Symptoms simulating General Nervous Disease. A nervous girl, twelve 
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years of age, suffering with headache, ete., was found to have, under atropia, 
+ ds C+ ey” ax. 90°. Six years afterwards there was, also under 
atropia, —.25 > —.50% ax. 180°. 

Dr. Risley considers that a low grade of choroiditis resulting in distur- 
bances of the nutrition of the selerotica and gradual distension of this 
membrane was the cause of the change in refraction. G. C. H. 


Art XVIII.—On Diseases of the Rectum and Anus, including a portion 
of the Jacksonian Prize Essay on Cancer. By Harrison Cripps, 
¥F.R.C.S., Assistant Surgeon St. Bartholomew’s Hospital, ete. 8vo., 
pp- vi., 429, with plates, etc. Philadelphia: P. Blakiston, Son & Co., 
1884. 


WHEN a reviewer can say that he has read a book of this size through, 
from beginning to end, he has already paid it no small compliment; and 
when he can add that it has nowhere disappointed the expectations which 
induced him to do this, there remains little for him to do in way of com- 
mendation besides laying, if he will, before others some of the excellencies 
which have attracted and rewarded his attention, so as to furnish them 
with some reason for such unusual praise, and to give them an idea just 
what sort of entertainment is offered by the author. To such an agree- 
able task this book of Mr. Cripps invites us. As his preface informs us, 
it is a development of his studies in connection with the subject of 
cancer of the rectum, for which, in 1875, he gained the Jacksonian 
prize, and to which he has added the results of ten years of special study, 
with a material such as is furnished by St. Bartholomew’s Hospital, where 
the enormous number of 150,000 patients come under observation every 

year. 

The first chapter is, naturally, upon the anatomy and physiology of the 
parts concerned. It is all excellent, but we would call attention especi- 
ally to the author’s views in regard to the relations of the hemorrhoidal 
branches of the inferior mesenteric veins—which, contrary to the teach- 
ings of most of the works on anatomy, he thinks to have but slight inos- 
culations with the internal iliacs—and to his description of the relations 
of the levator-ani muscle, which is illustrated by two plates, and which 
likewise differs from that which is laid down in most of the text-books. 
Mr. Cripps’s estimate of the analogies between the villi of other parts of 
the bowel and the follicles of the colon and rectum is not only interesting, 
but convincing—although not novel; but, while it is doubtless true that 
absorption is one of the funetions of the rectum, we cannot agree with 
him that it is its “‘ principal office.” 

In speaking of the physiology of the follicular epithelium, the author 
gives what may be called the key-note of his views as to the pathology 
of morbid growths in this region, namely, that the nuclei of the epithe- 
lial cells are set free and figure as lymphoid cells, with the capability of 
developing into epithelium similar to that which gave them birth. This 
view is well supported by reference to the microscopical appearance of 
some of the morbid growths which Mr. Cripps has studied—which are 
figured, from his own admirable drawings, in his book—and is not un- 
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reasonable from the standpoint of physiology. What he claims from the 
evidence he adduces is certainly worthy of the further attention which he 
asks for it. 

In the chapter on malformations of the rectum and anus these are well 
described, with the indications for operation, as well as the way in which 
this should be carried out. Several things appear clear from the evidence 
offered in this chapter, namely, that these deformities should be operated 
upon; that operation offers a very good chance of success; and that it is 
best, as has been shown by Dr. Thorn, of Toledo, in an article (referred 
to) in the Toledo Med. Journal, vol. iv. p. 449, not to stitch the end of 
the bowel to the skin when the operation by dissection is resorted to. 
Simple punctures are shown to be the most dangerous procedures for the 
relief of imperforate anus. The author’s preference for Littré’s operation 
over that of Amussat we think well founded, as we do his opinion that 
diligent attempts to establish a channel in the normal position should be 
made before either of these is had recourse to. In regard to resecting 
the coecyx, it appears to us that as much might be gained by simply 
bending it forcibly back, without cutting it off. In this way the new 
parts would more closely resemble what is normal, and it might be that the 
function of defecation would be better performed. We doubt whether the 
tendency to contraction would be increased by saving the rudimentary tip 
of the spinal column, and it might prevent the tendency to incontinence. 

The chapter on hemorrhoids divides these into internal and external. 
Of the former there is a practical division into thrombotic, edematous, 
and cutaneous, although, as the author says, the two latter divisions are, 
in a strict sense, not hemorrhoidal at all. For internal piles Mr. Cripps 
prefers the treatment by ligation, although he mentions other methods, 
and gives them due credit. He is not afraid to operate on inflamed piles, 
and justly characterizes the assertion that bleeding piles are a safety 
valve of nature which it is dangerous to stop up, as nonsense and as un- 
supported by any scientific evidence. As to the prospect offered by ope- 
ration, we are glad to see the emphasis with which Mr. Cripps states that 
a rapid and permanent cure can be promised. The risk to life from an 
operation on internal hemorrhoids is almost nil, but occasionally, as the 
author has found in his own experience, a life is lost. “ The smallness of 
the risk,” as he says, ‘‘should not lull the surgeon into a sense of abso- 
lute security, and he should spare no effort in ascertaining the general 
constitutional condition of his patient before subjecting him to operation. 

- + « + The amount of the risk, slight as it is, should be clearly laid 
before the patient or his friends. If a man is to have some grave opera- 
tion performed, such as the removal of a cancer or the amputation of a 
limb, both he and his friends are well aware of the risk involved, and are 
accordingly prepared. It is therefore in the smaller operations, regarded 
by the surgeon and public as free from danger, that a fatality, when it 
does oceur, becomes so tragic from being unexpected.” 

The recommendation, in case of secondary hemorrhage after an opera- 
tion on the rectum, that the part should be plugged with cotton covered 
with powdered subsulphate of iron might be improved, we think, by 
substituting pledgets of cotton wrung out of a strong solution of alum. 
In most cases this will serve every purpose, and it has none of the disad- 
vantages of the iron preparation, which, in case the alum did not work 
satisfactorily, could be used afterwards. But we think it would be a 
strange case which would not yield to the pressure of a good plug in the 
rectum, even without a styptic. 
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The chapter on prolapse of the rectum we will not dwell on, except to 
call attention, first, to a curious case in which, the patient being a syphi- 
litic infant 18 months old, almost the whole of the colon was invaginated 
and gangrenous, and came away, and yet the child recovered from the 
loss ; and, second, to the author’s preference for the actual cautery rather 
than nitric acid in the treatment of prolapse. 

The chapter on rectal abscess—which we think would be better called 
‘ peri-rectal abscess,’’ except that rare variety in which the abscess is 
really in the substance of the wall of the reectum—is not as thorough as 
some of the others, although it says probably all that is necessary on this 
part of the subject. 

Fistula in ano is more fully treated of. Here we look with some curi- 
osity to see what is Mr. Cripps’s opinion in regard to operating on fistula 
when the patient has phthisis. With an impression that what he says 
about the nonsense of fearing to stop up such a vent as is furnished by 
bleeding piles is likewise applicable to this case, we are not disappointed 
to find that he has found great advantage to result from the operation in 
phthisical cases. At the same time, he thinks it injudicious to operate on 
a fistula in case the lung disease is advanced and the cough troublesome. 
In this connection, Mr. Cripps calls attention to the prejudicial influence 
of the prolonged inhalation of the vapor of ether upon a weak lung, and 
advises the employment of chloroform for anesthesia, in operating upon 
the phthisical. Other severe organic diseases are also considered by Mr. 
Cripps as contraindications to a cutting operation. 

In the chapter on anal ulcer or fissure, the danger of mistaking the 
cause of the pain, and attributing it to vaginismus is adverted to, and the 
author adds—what we cannot at all understand—that ‘many cases of 
coxalgia owe their origin to a similar cause.” As to treatment, Mr. Cripps 
recommends an incision through about a third of the fibres of the sphincter 
ani muscle, and considers simple stretching as uncertain in its results, 

The chapter on ulceration of the anus and rectum includes the ulceration 
which accompanies syphilitic, tubercular, and Bright’s disease. In speak- 
ing of the latter a rare case is mentioned, in which a patient died of continu- 
ous hemorrhage from ulceration which had stripped the mucous membrane 
from the colon over a distance of nearly two feet. For the treatment of 
these ulcers the author suggests the application of the same principles of 
rest and removal of intravenous pressure which are found to be useful in 
the treatment of ulcers on the surface of the body. For this purpose rest 
in bed is recommended, and with it soothing lavements of the ulcerated 
surfaces. In this connection we remark that the author does not appear 
to be familiar with the method of irrigating the colon which has been for 
years in use in certain parts of Germany, and which is so easy to carry 
out, as well as so efficient a method of washing out or applying soothing 
fluids to the entire colon. 

In the chapter on fibrous stricture of the rectum, Mr. Cripps points out 
the relative infrequency with which syphilis is the cause of stricture. Of 
70 cases in St. Bartholomew’s Hospital, recently admitted, only 13 could 
be attributed to syphilis. When we reflect upon the detestable use of the 
post hoe propter hoc argument which is sometimes made by men who 
ought to know better, we are glad to see this contravention to the false, 
but usual, statement that syphilis is the commonest cause of stricture of 
the rectum. But it will be sad for those who are in the habit of escaping 
the consciousness of ignorance by appealing to syphilis and charging-up 
to it whatever cannot be more easily accounted for. If there be a medical 
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habit more pernicious than this, or one more flagrantly supported by 
authority, we are not aware of it: it is, therefore, satisfactory to find Mr. 
Cripps opposing it so far as his present subject warrants. 

In connection with the question of the diagnosis of strictures and the use 
of a bougie for this purpose, Mr. Cripps refers to the obstruction usually met 
with at a few inches from the anus. This, if not due to a stricture, can 
easily be obliterated by distending the rectum with an injection, when the 
true nature of the obstruction will be disclosed. He speaks also of a case in 
which death followed perforation of the bowel with a long enema tube. 
Such accidents have happened on this side the ocean also; but they 
need not happen anywhere, if the method, recommended by Monti, of 
Vienna, be followed, and the distension effected by hydrostatic pressure, 
obtained with a “ fountain syringe” or similar appliance. The writer of 
this review has not only 8een this done many times by Monti, but has him- 
self done it again and again, passing a tube up to the bend of the trans- 
verse colon in the youngest infants without any harm ensuing. Mr. 
Cripps’s opinion of the impracticability of examining the rectum by intro- 
ducing the whole hand, founded upon experiments made on the cadaver, 
might be changed if he made similar experiments on the living subject. 
Certain it is that the whole hand, if of moderate size, can be insinuated 
into most rectums without damaging them, if ordinary care be used. But 
it is questionable whether this method would be applicable to cases in 
which there was a stricture present. Here there would probably be diffi- 
culty, and perhaps no little danger. 

For the treatment of fibrous strictures, Mr. Cripps prefers, where it is 
applicable, gradual dilatation. Where this fails he thinks well of linear 
proctotomy, under conditions which we have not space to dwell upon. 
Colotomy he regards as a dernier ressort, and says, “*‘ With due care in 
diagnosis, and by careful perseverance in treatment when discovered, it 
will be very exceptional for stricture to arrive at such a stage that colotomy 
affords the only chance of successful treatment : 

The next two chapters treat of pruritus ani, and the impaction of feces 
and foreign bodies in the rectum. 

After this we come to what may be regarded as the pitce de résistance 
of the book, that is to say, the chapters. on morbid growths. The first 
to be considered is polypus, which Mr. Cripps divides into the fibrous, 
which are covered with a normal mucous membrane, and the adenoid, 
which consist of an hypertrophy of the mucous membrane itself. Dermoid 
and cystic polypi are hurriedly treated of, and then villous tumors of the 
rectum, after which the author takes up the consideration of cancer of the 
rectum in a long chapter which consists of the Jacksonian Prize Essay, of 
1876, revised in 1884, This will have to be read to be appreciated, but 
we would call attention to a few points contained in it. And first, the 
author dismisses, after stating his reasons, the idea of the heredity of can- 
cer of the rectum; and we agree with him. Again, he gives an interesting 
argument in support of his theory that the germs of the new growth con- 
sist of the nuclei of its epithelial cells, which, being set free, may develop 
in the neighborhood of their parents or at a remote point, as in the cases 
in which secondary deposits, containing cartilaginous nodules like those 
of the original growth, are found in the liver, and—what more remarkably 
indicate their origin—when the secondary growth in the liver attempts to 
develop into adenoid tissue, having all the characteristics of the follicles 

of Lieberkiihn. For Mr. Cripps, this exaggeration of development of the 
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adenoid, or follicular, structure of the mucous membrane accounts for all 
the morbid growths of this region, if the uncertain form of cancer called 
colloid be excluded. Malignancy, or the opposite, depends upon the 
rapidity of development of any growth. The structure also, as seen under 
the microscope, indicates a difference between these two classes. In the | 
more benign, if we understand Mr. Cripps, there is a mere numerical and 
symmetrical increase of the follicles, so that the enlarged mucous coat of 
the bowel is pushed out into its lumen; while in the malignant form the 
tissue grows rapidly and unsymmetrically, so as to produce a crowded, 
and distorted mass of irregular crypts and follicles, disposed along the sur- 
face and penetrating into the depth of the wall of the intestine. The very 
fibrous tissue in these growths, Mr. Cripps derives from the collapse of the 
walls of epithelial cells. The existence of a true basement membrane he 
denies. Stellate cells are nothing but the adjacent and adherent walls of 
a number of neighboring epithelial ceils. In fine, the sum of Mr. Cripps’s 
explanation of the pathology of these morbid growths is that they increase 
by the gradual conversion of lymphoid cells on their border into adenoid 
tissue, and that the source from which these lymphoid cells are derived 
is the epithelium of the growing tumor. 

As to the treatment of cancer of the rectum, Mr. Cripps advises the per- 
formance of colotomy only when great pain is plainly caused by irritation 
of an ulcerated surface, or when the signs of stricture or obstruction are 
unmistakable. Excision of the rectum for cancer is an operation which 
Mr. Cripps thinks well of, if the cases be suitable. It is not to be applied 
to all cases indiscriminately. The cases to which it is suited are those in 
which the morbid growth is within four inches of the anus, and, in women, 
has not extended on the anterior wall further than three inches; the 
rectum must be fairly movable on the neighboring parts, and there must 
be no sign of hepatic infection. The results of the operation in the cases 
coming under the author’s observation and collected by him certainly 
warrant his warm indorsement of the good opinion of the operation held 
by a number of the best surgeons of his own country whom he names, as 
well as by Kelsey and Roberts, who have made the matter the subject of 
special study, in this country. 

So much by way of analysis of this book. In criticism there is little 
to say. We have detected a few, a very few, slips in it, such as “ bac- 
teriex” for bacteria (p. 312), “the history of the cases show” for shows 
(p. 240), and one or two lesser lapses. We do not like the English use 
of the term “ disease” to indicate a morbid growth. Yet, as a whole, we 
find this book a model, not only of intrinsic worth but also of literary 
style. We notice with especial pleasure the rare charm of a correct use 
of the subjunctive. 

It may be added, in conclusion, that the mechanical execution of Mr. 
Cripps’s book is worthy of its other merits. The paper, printing, and 
binding are excellent, and the plates which accompany it are very fine 
indeed. . W. D. 
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Art. XIX.—Medico-Chirurgical Transactions. Published by the Royal 
Medical and Chirurgical Society of London. Second Series. Volume 
the Forty-ninth. 8vo. pp. lxxxiv., 287. Longmans, Green, and Co., 
1884, 


THE surgical papers of this volume are neither numerous nor of great 
intrinsic value, and we may therefore be excused for prefacing what we 
have to say about them by a few remarks upon the first paper in the book, 
The Address of the Retiring President, Mr. JouN MarsHa.u. It speaks 
of those whose connection with the Medico-Chirurgical Society has been 
severed by death during its last official year, and while it therefore lacks 
that value which belongs to scientific work, it yet appeals to the natural 
instincts of all who in becoming physicians do not cease to be men. Most 
of those of whom Mr. Marshall speaks were men who attained but little 
eminence in their profession, and the brief records of those contained in 
this address convey to its readers all that is known of the struggles, and, 
results of lives, which while of infinite importance to their possessors, 
were of but little moment to the world. Were this the proper place for 
such reflections we might dwell upon the lessons which may be gleaned 
from these little-known lives, lives such as must belong to most of those 
who read these pages, but we pass them by merely noticing that one ended 
as a consequence of the risk and self-sacrifice belonging to our profession, 
from blood-poisoning contracted during an operation for tracheotomy ; 
that one was largely devoted to entomology, and that a third was mis- 
directed into the special path of therapeutics known as hydropathy. 
Among the men of eminence of whom brief memoirs are included in Mr. 
Marshall’s address, appear the names of our own Sims; of Charles Hilton 
Fagge, whose contributions to medical literature were both numerous and 
valuable, and out of proportion to a short and frail life; of Robert Druitt, 
to whom so many of us owe our first acquaintance with surgical science; 
and of William Farr, whose fame as a collector of vital statistics is with- 
out rival. Mr. Marshall concludes his graceful and interesting address 
with some observations upon the progress and present condition of medical 
societies in London and some other British centres, which, while of most 
importance to those living in Great Britain, are not without suggestive 
value to the profession elsewhere. 

The first surgical paper is by JonatuHan Hutcuinson, F.R.S., On High 
Amputation for Senile Gangrene. In it the position is taken that if an 
amputation is done far removed from the seat of the gangrene, as in the 
lower third of the thigh when the foot is involved, a favorable result may 
be looked for, and one which will add very much to the comfort of the 
patient. ‘The reason for this Mr. Hutchinson thinks is to be found in the 
fact that in many cases the obstruction to the circulation on which the 
gangrene depends is progressive and does not extend high up, and that 
there is therefore good ground to expect the establishment of the collateral 
circulation upon which the integrity of the flaps and the successful issue 
of the amputation depend. For these reasons Mr. Hutchinson thinks the 
plan of high amputations in these cases, first proposed by Mr. James, of 
Exeter, is worthy of more favorable consideration than it has heretofore 
received from surgeons. His personal experience with the proceeding 
has been limited to six cases, but he has known of some cases in which 
it has been adopted by others, and it has proved most satisfactory. By 
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the use of Esmarch’s bandage Mr. Hutchinson thinks there is little risk 
from hemorrhage, while under the use of Listerian precautions he has 
learned to look upon amputation as a less serious measure per se than he 
once regarded it. The paper is a suggestive one, and the proposal coming 
from a man of Mr. Hutchinson’s experience and eminence should lead to 
a review of a subject upon which hitherto the verdict of surgeons has been 
unfavorable. 

The Direct Treatment of Psoas Abscess with Caries of the Spine is the 
theme of the next surgical paper. It is contributed by Mr. FREDERICK 
Treves, F.R.C.S., one of the assistant surgeons to the London Hospital, 
who boldly proposes to treat such cases, when the disease is located in 
either of the lumbar, or in the twelfth dorsal vertebra, by incision and 
free drainage. Nor is this somewhat novel proposal hastily or thought- 
lessly made. Mr. Treves argues that in very many instances the unfavor- 
able results attending upon caries of the vertebre are directly traceable to 
the difficulty the discharge has in getting to the surface, the extensive 
destruction of parts involved in its reaching the surface, and the enormous 
abscess cavities which remain. He thinks that were the parts less deeply 
situated at least as good results would be obtained as are secured in caries 
of other, but superficial bones, containing much cancellous tissue. Acting 
upon this belief he has‘devised an operation by which the bodies of either 
of the lumbar vertebra, or that of the twelfth dorsal one can be safely 
reached. In three instafices he has practised the operation with very 
satisfactory results. He makes a vertical incision two and a half inches 
long directly over the outer edge of the erector spine; dividing the 
aponeurosis of this muscle its fibres are drawn aside by retractors and the 
anterior but deeper sheath is divided, thus exposing the quadratus lum- 
borum. Taking a transverse process as a guide, this thin muscle is cau- 
tiously incised to the whole length of the superficial wound, great care 
being taken not to injure any of the lumbar vessels. Some of the 
tendinous fibres of the psoas muscle lying next are then divided close to a 
transverse process and the finger insinuated alongside of it until the ante- 
rior aspect of the bodies of the vertebra is reached. Mr. Treves is con- 
vinced that with ordinary care there is no danger of opening up the sub- 
.peritoneal connective tissue, or of wounding the peritoneum, and thinks 
that the danger of cutting the lumbar arteries, or their abdominal branches, 
can be avoided by keeping close to a transverse process. In actual prac- 
tice the operation is less difficult than would appear from the description, 
as the patients are generally thin, their muscles atrophied, and the defor- 
mity existing tends to facilitate the attempt to reach the diseased part, 
while, when the psoas is reached, the abscess generally found provides an 
easy way of access to the diseased vertebral body. Mr. Treves narrates 
the history of three cases in which he has resorted to this operation. In two 
of them he was able to remove sequestra and drain the abscesses, while in 
the third, the operation was found to be unnecessary, active disease in the 
spine having ceased, the symptoms to relieve which it was undertaken 
being dependent upon another cause. Every surgeon will recognize the 
formidable character of the operation proposed by Mr. Treves, and will 
therefore hesitate before following in his steps; but on the other hand in 
view of the otherwise hopeless condition of these cases, and the very un- 
satisfactory results attained by expectant treatment, his suggestion is 
worthy of careful consideration. 

Mr. WaLTER WHITEHEAD, of the Manchester Royal Infirmary, next 
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narrates a case in which he secured the Radical Cure of a Large Spina 
Bifida in an Adult. The tumor was situated over the sacrum of a woman 
27 years old, and measured twenty-three inches in circumference, twelve 
inches in a transverse direction and ten inches vertically. Tapping the 
tumor, and its collapse, was followed by alarming symptoms—which, how- 
ever, yielded to a seton inserted in the back of the neck. After it had 
refilled an attempt was made to drain the tumor gradually under anti- 
septic precautions, but the constitutional symptoms were again both dis- 
tressing and alarming. The actual ‘cautery was applied as a counter- 
irritant to the collapsed tumor, and the plastic inflammation thereby set 
up led to a closing of the small aperture by which communication was 
maintained with the spinal canal, suppuration in the sac and cure of the 
tumor following. Mr. Whitehead concludes that the tumor contained sub- 
arachnoid fluid and possibly some posterior nerves, but none of the spinal 
cord, that the favorable result was attributable to the inflammatory action 
set up by the hot iron, and that the result affords encouragement to try 
the same means in other cases where the contents are no more vital than 
in this one. 

Three Forms of Spinal Deformity is the theme of the only remaining 
surgical paper in the volume. It is contributed by W. ArBuTHNOT 
Lane, M.S., F.R.C.S., connected with Guy’s Hospital as demonstrator, 
and assistant surgeon to that for Sick Children. Three forms of deformity 
produced by the occupation of the individuals are described, and pictures 
of the specimens are given. The deformities described are those pro- 
duced by habitually, and for years, carrying heavy burdens upon one 
shoulder, directly between the shoulder and upon the head. Each 


method is found to have its peculiar deformity, resulting from pro- 
tective curves, osteoplastic growths, and alterations in the intervertebral 
cartilages, and, in some cases, complete fusion of the bones. The paper is 
suggestive and well worked up, but it hardly admits of condensation, nor 
can the reviewer do it justice without the aid of its accompanying cuts. 
S. A. 


In the Marshall Hall Prize Oration on Cerebral Localization, a Review 
and a Forecast, Dr. Ferrier clearly shows what benefits the labors of 
the past ten years have conferred, particularly in lighting the path of the 
clinicist through darkness, almost chaotic ; but the address will be chiefly 
remembered for the advocacy of a bolder and more general cerebral surgery. 
The appeal to the surgeons has not been in vain, but wider experience can 
alone decide whether the cranial cavity in man can be opened with the same 
“unfailing safety” with which physiologists expose the brain in monkeys. 

The question of the action of digitalis upon the arteries does not appear 
to be finally settled, and Drs. Ringer and Sarnspury, in a paper 
entitled ‘ Investigations into the action of the Digitalis Group,” bring 
evidence to show that the members of this group, digitaline, strophantus, 
dyak, scillitine, etc., act primarily on the muscular coat of the arteries 
and not indirectly through the nervous system. They hold that in part 
at least the rise in blood pressure, which Schmiedeberg attributes solely 
to the action of the heart, must be induced by narrowing of the calibre of 
the blood vessels. 

Dr. Francis CHAMPNEYS deals with several interesting points in the 
Artificial Respiration of new-born children. An addendum toa previous 
communication calls attention to the frequency of emphysema of tle 
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anterior mediastinum in fatal cases of tracheotomy. In 28 cases at the 
Hospital for Sick Children it occurred in 16, and in two there was also 
pneumothorax. In most of these cases artificial respiration had been per- 
formed. From experiments on still-born children he concludes (1) that 
the presence of air in the abdominal viscera in no way impedes the 
ventilation of the lung by artificial respiration. (2) That bending the 
head back and pressure on the cricoid cartilage are powerless to prevent 
the passage of air into the stomach during mouth to mouth inflation; and, 
(3) that hanging the head backwards over the edge of a table does not 
provide for the patency of the upper air-passages. He urges the intro- 
duction of a catheter to a distance of 34 inches from the lips, through 
which gentle insufflation can be made. 

Dr. BROADBENT describes a form of Aleoholie Spinal Paralysis, giving 
one case in full and referring to six others. The chief features are 
increasing weakness of the lower extremities and subsequently loss of 
power in the extensors of the forearm giving rise to wrist-drop. As the 
paralysis advances all the muscles of the extremities are affected, then 
those of the trunk. Eventually the respiratory muscles are involved, the 
diaphragm first and then those of the chest. Sensation is not affected, and 
the power of the sphincters remains unimpaired. A striking feature is the 
loss of tone in the capillaries as indicated by the swollen, pale, or livid 
state of the limbs. The disease is not thought to be due to myelitis but 
is believed to be allied to acute ascending paralysis, but the differences 
between the two affections are sufficiently marked to warrant a distinction 
by name, and as in all the cases there was excessive indulgence in alcoho! 
Dr. Broadbent has no hesitation in assigning this as the cause of the 
disease. 

Mr. Bianp Sutton illustrates the value of systematic examination of 
still-born children by a record of several cases of great interest among 
them of fatal endocarditis, stricture of the duodenum and congenital lateral 
curvature of the spine. 

Dr. RapciirFe Crocker narrates three cases of xeroderma pigmen- 
tosum, the first which have been described in Great Britain, The 
disease is an atrophy of the skin, due probably to a neurosis, and is 
accompanied by pigmentation, and later by verrucose projections and 
fungating tumors. It is remarkable in selecting only one sex in a family. 
Crocker’s cases occurred in three brothers, the children of a healthy 
farmer. He suggests as a more suitable name atrophoderma pigmen- 
tosum. 

An intersting sequel to the history of Harriet Brown, one of Dr. Ord’s 
cases of myxedema, is recorded by Dr. Jonn Harvey, who gives a 
report of the post-mortem appearances and an analysis of the tissues for 
mucin. Although this constituent was increased, the most marked feature 
was the excess of connective tissue everywhere met with, so much so that 
Dr. Harley speaks of it as a ‘ general fibrous invasion.” ‘The thyroid 
gland was quiie atrophic. The thoracic cords of the sympathetic were 
implicated in fibrous pleural adhesions, and the author is inclined to con- 
nect this with the pathology of the disease. 

Dr. Herman has a brief paper on an average or “ composite” temper- 
ature chart of smallpox based upon thirty-one cases of the unmodified dis- 
ease. The figures indicating the temperatvres in the ditferent cases for the 
same day of the disease and period of the day were added together and then 
the total was divided by the number of observations. 
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Dr. Cayvey and Mr. Pearce Gou cp report a case of gangrene of the 
lung treated by free drainage, with recovery. 

Dr. Ceci Biss also reports a case of paracentesis and free drainage of 
basic cavity, which proved fatal by abscess of the brain. 

Dr. BroapBENt’s contributions to cerebral pathology are numerous 
and important, particularly in all relating to disturbances of speech. In 
this volume he describes a particular form of amnesia, loss of nouns, of 
which three cases are given, and discusses at length the pathology of 
speech affections. 

Dr. SHARKEY reports a case of absorption of alarge portion of the right 
hemisphere from embolism of the right middle cerebral artery, death not 
occurring untilseven yearsafter. Hemiplegia and hemi-anzsthesia at first 
occurred, but the latter disappeared. ‘The angular gyrus and superior 
temporal convolution were destroyed, and yet sight and hearing were not 
abolished on the opposite side ; sight was at first, the left eye was aiblyopic. 
This agrees with the results of experiments on animals. 

Dr. Mattuews Duncan calls attention to the frequency of albuminuria 
in parametritis, for which he is unable to suggest any suitable explana- 
tion. In none of the perimetritic cases was it present. 

Dr. StepHeN MacKenzir records a series of observations on the 
weight of the thyroid body in persons dying of various diseases. This has 
considerable value just now when the connection between affection of this 
gland and mycedema cretinism seems so probable. W. O. 


Art. XX.—A Handbook of Pathological Anatomy and Histology, with 
an Introductory Section on Post-mortem Examinations and the Methods 
of Preserving and Examining Diseased Tissues. By Francis Deva- 
FIELD, M.D., etc., and T. Mitcnet, Pruppen, M.D., etc., 1885. 
8vo. pp. 575. New York: William Wood & Company. 


THe volume now under consideration is issued as the second edition of 
Delafield’s ** Handbook of Post-mortem Examinations and of Morbid Anat- 
omy,” which was published in 1872. The change of title is so complete, 
however, as to suggest that practically a new book has been prepared ; 
one which treats in particular of pathological anatomy and only incident- 
ally of the method of making post-mortem examinations. At the same time 
it directly aims at being received as a manual of diagnosis. - 

A comparison of the scheme of the two books shows that in the second 
edition there is added as wholly new matter an account of inflammations 
and of degenerations, with a description of the methods necessary for the 
examination of diseased tissues and bacteria. 

It is to be regretted that the authors have not seen fit to so modify the 
section on the method of making post-mortem examinations as to get rid 
of some of the objections apparent thirteen years ago, and still equally 
evident. The directions for opening the cranium give no indication of 
the means to be employed for properly securing the calvaria when the 
incision is to be closed. Neither is the possibility “guarded against of a dis- 
figuring depression across the frontal region, three and a half inches above 
the root of the nose of bald-headed individuals, or of others with preter- 
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naturally high foreheads. Few physicians, however practised they may 
be in the cutting of human flesh, possess such skill as to make an incision 
through the abdominal wall, dividing everything down to the peritoneum, 
without cutting through this membrane and into the subjacent intestine. 
Again, it may be a refinement in method, but the possibility is not men- 
tioned of removing larynx, pharynx, and trachea subcutaneously, without 
extending the primary incision for opening the thorax and abdomen to an 
inch below the chin. A suitable revision of this section should have re- 
sulted in some mention of Meynert’s method of opening the brain, and an 
allusion to the easiest means of removing the petrous bone and exposing 
the tympanic cavity. 

The obscurity concerning the seat of the cephalheematoma, the confound- 
ing of congestion and injection, the omission of all reference to the medico- 
legal importance of the uric acid infarction of new-born children are as 
apparent in the second edition as they were in its predecessor. 

The second part of the volume, which is largely made up of new 
material, contains much to be praised with but little to be criticized. 
The concise descriptions of the various morbid processes not only give a 
very fair statement of the prevailing opinions concerning the subjects 
considered, but their style is exceedingly attractive, a matter of no little 
importance to the general reader. The least satisfactory of the sections 
in this part of the volume is that treating of inflammation, which is 
perhaps too original to become generally useful. It may be added that 
it is a questionable convenience which is furnished by the separate con- 
sideration of inflammation in connective tissue, mucous membranes, and 
in the viscera as the starting point for the general treatment of the subject. 
The cellular inflammation of the authors is not, as one might infer, a 
variety, producing cells in general, but is manifested by a growth and 
multiplication of connective-tissue cells, especially of endothelium. Its 
further description suggests that this variety of inflammation corresponds 
with that which most writers regard as the first stage of an acute inflam- 
mation of serous membranes. 

The authors must have had frequent opportunities of seeing an in- 
flamed mucous membrane covered with a non-adherent layer of clotted 
fibrin, and another whose superficies was in a necrotic condition. To 
identify these lesions and to designate them as a croupous inflammation 
suggests the standpoint of a generation ago when croup of the bowels and 
dysentery of the uterus were regarded as well-defined lesions. 

The section on tumors deserves special commendation as a practical 
paper, being short, well-balanced, free from prejudice, and admirable in 
style. 

Part III. relates to the morbid anatomy of the various organs, and is 
of unequal merit, as the contents of the first edition appear to have been 
rewritten or revised. The sections upon the nervous system, the liver 
and spleen are those which at once attract attention for their merit, and 
deserve to be mentioned with special favor. 

The book as a whole might have been somewhat diminished in bulk, 
and perhaps have been improved in quality had the more important sec- 
tions of Part IV. been incorporated in the preceding portions of the volume. 
Even had this plan been regarded as inexpedient the blemish of so many 
blank spaces from the partial use of pages should have been overcome. 

The “‘ Handbook of Pathological Anatomy and Histology” represents a 
decided improvement upon the ‘* Post-mortem Examinations and Morbid 
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Anatomy,” and the second edition of the latter deserves to be called by 
another title. There is much new matter to be found, most of which is 
written in a manner to suggest an appreciation on the part of the writer 
of the present position of the subject of pathological anatomy. The ad- 
mirable drawings illustrating the histological changes in various patholo- 
gical processes form an important addition, and the table of contents and 
the index are a great convenience to those who may desire to consult this 
work, R. H. F. 


Art. XXI1.—Guy’s Hospital Reports. Edited by Freperick Taytor, 
M.D., and N. Davies-Cotiey, M.A., M.C. Vol. XLII. London: 
J. & A. Churchill, 1884. 


Guy’s has suffered severely by the premature death of several of the 
most brilliant members of the staff. Not many years since Phillips was cut 
off as he was entering upon a splendid career; Fagge has gone and now 
Maliomed has followed them. ‘This volume opens with an appreciative 
notice of the life and work of H1:ton Facer, who was the type of a good 
hospital physician, equally at home in the out-door room, the bedside, or 
the post-mortem theatre, and always as ready to learn as he was willing 
and able to teach. It is gratifying to know that the volumes on medicine 
which were in preparation at the time of his death will be edited by one 
of his colleagues, and the profession will not be deprived of the fruits of 
his long and varied experience. 

The volume contains many papers on medical topics covering a wide 
range of subjects. 

Sir WriL1Am GULL contributes two interesting cases ; the first a Case 
of probable Thrombosis of the Superior Mesenteric Vein and Renal 
Veins with detachment of Valvule Conniventes of the Jejunum. Recovery. 
A young man, et. 23, the subject of secondary syphilis, was seized on Oct. 
12th with severe abdominal pain and profuse intestinal hemorrhage. There 
was no fever. Three days after the attack the patient became collapsed, 
abdomen tympanitic, and there was vomiting of bilious matter. On the 
20th and 21st sloughs of valvule conniventes were passed and continued 
to appear in the evacuations until the 27th. The urine contained albumen 
and blood. From the 27th the intestinal symptoms disappeared and the 
patient gradually made a good recovery, although the urine three years 
after the attack continues albuminous. A good plate is given illustrating 
the appearance of the sloughs. Supposing the lesion to have been throm- 
bosis of the mesenteric veins (or, what we think perhaps more probable 
of the arteries due to a local syphilitic arteritis), it is remarkable that the 
necrosis should have been confined to the mucous membrane. 

The other case is one of Typhoid Fever fatal on the seventy-sixth day 
with Hemorrhage due to recent Typhous Ulceration in the Ileum, and is 
recorded in support of the view that the “typhous process once begun 
has to run a course longer or shorter until the body becomes insusceptible 
to its influence.” The process of elimination, as generally held, has noth- 
ing to do with the recovery, but the symptoms subside when the process of 
assimilation is complete. In typhoid fever this process is not always 
completed in one attack but may be repeated “ constituting a double or 
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triple or even a quadruple typhoid.” The case reported died during a 
fourth repetition of the symptoms, and a plate is given illustrating the 
recent ulcers in the ileum with others of older date. 

An interesting paper by Dr. HALE Wurtre deals with the Theory of a. 
Heat Centre from a Clinical Point of View. This theory supposes that 
there are calorific centres for opposite sides of the body situated some- 
where in the middle region of the cortex, near the fissure of Rolando, 
which perpetually exercise a restraining influence on the temperature of 
the body by inhibiting the thermogenetic changes in the tissues. From 
these centres, which are probably closely related to those of the muscles, 
fibres pass to the thermic tissues, traversing in their course the region of 
the basic ganglia, the crura, pons, and, after decussation, passing to the 
tissues with the spinal nerves. ‘The cases are first considered in which 
with disease of the brain there was a rise in temperature, and, after a care- 
ful analysis, the general conclusion is reached that the elevation can in all 
be explained by the destruction or interruption of the calorific fibres pass- 
ing from the heat centres to the thermogenetic tissues. The cases with 
lowered temperature are then discussed and are held to be capable of 
explanation either by shock, by wide-spread vaso-motor palsy, or by irri- 
tation of the calorific inhibitory fibres. And lastly there is a careful 
résumé of the physiological evidence for the existence of heat centres, 
based largely upon Wood’s researches, and an attempt is made to show 
how closely this tallies with the clinical conclusions. 

Dr. Manomep’s paper on Albuminuria and the Symptoms which indi- 
cate its Gravity is a most valuable contribution to renal pathology, and 
will be read with a melancholy interest as the last of so many interesting 
communications in these reports upon this his favorite subject. The 
paper is divided into three parts: the first deals with the experimental 
evidence regarding albuminuria, and the conclusion is reached “ that 
physiologists at present are able to afford us very little reliable assistance 
in pathological inquiries of this nature, as they have no means of produc- 
ing *‘ delay” or “acceleration” on the capillary circulation throughout the 
body.” The arterial pressure can be regulated but in pathological varia- 
tions of arterial pressure, the capillary circulation is the important factor, 
and we know as yet very little about the conditions retarding or accelera- 
ting its flow. It is suggested that the key to the control lies in the vary- 
ing rapidity of the production and discharge of carbonic acid and the 
absorption of oxygen. Evidence of reduction in the specific gravity of 
the serum, which Hamilton and others connect with the increase of the 
arterial pressure, is not thought to be conclusive. 

The second part deals with the clinical and anatomical aspects of albu- 
minuria as associated with venous congestion, errors of diet, neurotic con- 
ditions, disturbed cutaneous function tissue, alterations in the kidneys, and 
increased arterial pressure. Upon the importance of the last factor Dr. 
Mahomed again insists, maintaining that the increase on arterial pressure 
precedes the appearance of albumen in the urine, and is the earliest symp- 
tom of Bright’s. disease. The section on the recognition of albuminuria 
deals with the various proteids which may occur in the urine:and on the 
best means to be employed for their detection. Attention is called to the 
important fact, often overlooked, that the albumens may not only change 
their characters after the urine has stood for some time, but may undergo 
such alterations as interfere with the usual reactions. The old tests of 
heat and nitric acid are deemed insufficient, as they fail to give reactions 
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with many albumens while the new tests give good negative results, but 
are liable to cause errors of commission as they may produce precipitates 
which are not albuminous. The advantages and fallacies of the various 
tests are fully considered. 

In the concluding part on the clinical significance of albuminuria we are 
reminded of the fact that we may have this condition temporarily with 
practically healthy kidneys, though it indieates in every instance undue 
stress upon the renal circulation, except perhaps in those cases in which 
peptones appear as a result of imperfect digestion. Various groups of 
albuminuria are then considered under the following headings: (1) Cases 
of fully developed Bright’s disease with albuminuria, etc. (2) Cases in 
which the cardio-vascular symptoms and changes of Bright’s disease exist 
with little or no albuminuria. (3) Cases of nephritis in which the albu- 
minuria is severe, prolonged, and accompanied by dropsy, but in which 
there is no increase of arterial pressure. (4) Cases of slight albuminuria 
in which the arterial pressure is increased. (5) Cases in which there is 
slight or intermitting albuminuria but no other symptoms of Bright’s 
disease ; the arterial pressure not being increased. Illustrative cases 
are given under each of these groups. It is suggested that the urine of 
the forenoon should always be examined in doubtful cases, and finally the 
use of the sphygmograph is strongly urged as essential to the correct 
appreciation of variations in arterial pressure so important in early Bright’s 
disease. 

In an article on The Relationship between the Structural Changes and 
the Clinical Symptoms of Chronic Renal Disease associated with Dropsy, 
Dr. GoopHART discusses particularly those cases of Bright’s disease, 
which we usually term acute, as they come on with anasarca, but which 
are essentially subacute or chronic from the outset. The insidious onset, 
chronic course, and intractable nature of these cases are especially dwelt 
upon. The condition met with post mortem is either the contracted white 
kidney or the large red granular one, whereas the large white kidney is 
the final stage of those cases of actually acute nephritis which drag on 
and become chronic. The existence of a special form of glomerulo- 
nephritis is doubted, and the writer holds that there is no evidence of the 
large white ever passing into the granular kidney. 

Dr. GoopHart also has a Note of Two Cases of General Anasarca 
in Children without Albuminuria. They were believed to be of nephri- 
tic origin. 

Dr. SavaGe, the Director of Bethlem Asylum, has an interesting 
paper on Hypochondriasis and Hypochondriacal Insanity, in which the 
relations of these affections are considered and many illustrated cases 
recorded. 

There are two valuable contributions on Hypertrophic Oirrhosis. Dr. 
Price records a case with very diffuse fibroid change resembling the 
syphilitic cirrhosis of infants. He has analyzed the records of 142 cases 
occurring at Guy’s since 1875, and among the conclusions at which he 
arrives are several of great interest, such as the occurrence of shrinkage 
in a primarily enlarged organ; the fact that the cirrhotic liver is asa 
rule larger and heavier than normal, and the more rapid course of the 
disease in cirrhosis with enlargement. 

Dr. CARRINGTON reports a case of hypertrophic cirrhosis which simu- 
lated very closely suppurative hepatitis. The patient, a woman, aged 42, 
was admitted (after an illness of four months) with fever, emaciation, 


| 
| 
i 
| 
| 


1885. ] Guy’s Hospital Reports. 227 


sweats, shiverings, and an enlarged, tender liver. The temperature 
sometimes reached 104°. An analysis of fifty cases in which observa- 
tions were made showed that in eighteen there was fever of an irregular 
type. 
"Dr. Pirt records a case of Extensive Cerebral Softening with Descend- 
ing Sclerosis in the Lateral Column in a child two years old. No cause 
to account for the softening could be found. 

Dr. FREDERICK TAYLOR reports seven cases of Aortic Aneurism 
opening into the Pulmonary Artery. The clinical features are not dis- 
tinctive, nor are there any characteristic physical signs. 

Dr. GoopuarT gives a list of the Specimens added to the Museum 
during the years 1882-83, and 1883-84, which shows the care with which 
typical and illustrative preparations are preserved to enrich the splendid 
collection—one of the chief glories of the Guy’s school. W. O. 


The first surgical paper of this volume, entitled by its author, Mr. 
Pick, Surgical Reminiscences, consists of several isolated cases of great 
interest, and a series of luxations of the humerus where only imperfect 
reduction was at first attainable, although ultimately success was achieved. 
The first case—one of rupture of the urinary bladder, followed only by 
mild peritonitis and recovery—presents many points of interest. For 
instance, a pyriform tumor was readily mapped out occupying the normal 
site of a distended bladder, which really was due to an extravasation of 
blood in the abdominal walls caused by the blow which ruptured the 
bladder. Another absolutely unique point is, that owing to complete loss of 
the expulsive power of the bladder, an elastic catheter was constantly worn, 
being uninterruptedly retained for from five to six weeks at a time, and 
yet when withdrawn the instrument was as smooth and polished as when 
first introduced. The urine remained clear, nor was there either pain or 
inconvenience from the long sojourn of the instrument within the blad- 
der. This tolerance persisted four years, and only gave out after a 
hemiplegic attack followed by a general breakdown of health and strength. 
One important lesson it seems to us is taught by this most instructive case, 
namely, that even with an intra-peritoneal extravasation of urine, we 
need not despair of success in certain rare instances without resort to 
operative interference, by such simple treatment as the constant retention - 
of a soft catheter through which injections of warm water, or, better still, 
antiseptic solutions, are occasionally to be thrown. Next follows an 
account of a successful ligation of the right common iliac artery for 
aneurism of the external vessel of the same name, notwithstanding the 
serious complication of suppuration of the sac. An abstract of its history 
cannot profitably be made, and the reader is referred to the original. 

Mr. Pick then proceeds to relate a number of instances where in com- 
paratively recent luxations of the head of the humerus, complete reduc- 
tion was impossible, owing, the author thinks, to the rent in the capsule 
being so small as just to allow the escape of the humeral head which 
there remains tightly girt by unyielding fibrous tissue. Now, when 
reduction is attempted, a layer of capsule intervenes between the socket 
and the head of the humerus, which must be removed in some way—for 
instance, absorption by pressure—before complete reduction can be effec- 
ted. To achieve this result Mr. Pick reduced the displacement as far as 
possible, and then retained the head of the bone in its improved position 
for many weeks by means of axillary pads, air-cushions, etc., with appro- 
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priate bandages to retain the arm in firm contact with the body. The 
author gives the details of several cases where this method was pursued, 
with results more satisfactory than could have been anticipated; certainly 
an infinitely better joint being secured than by an abandonment of all 
attempts at improvement when a complete reduction fails, as is too 
commonly done. 

The next two papers are by Mr. R. CLement Lucas, in the first of 
which he reports a case of Fracture of the Skull, in which Cerebro- 
spinal Fluid escaped from the vault fourteen days after trephining. 
The author refers to two cases published by him in former volumes of . 
these Hospital Reports, in which tumors filled with cerebro-spinal fluid 
formed beneath the scalp as the result of simple fracture of the vault. 
From a study of these two cases he draws the following conclusions: 
(1) “ That cases of simple fracture of the skull followed by collections of 
cerebro-spinal fluid beneath the scalp are peculiar to children ;” and (2) 
‘* That when cerebro-spinal fluid escapes through the vault (whether the 
fracture be simple or compound) the injury has extended to the ventricu- 
lar cavity.” The case which forms the subject of the present memoir 
would doubtless have also presented a tumor beneath the scalp filled with 
cerebro-spinal fluid had not the urgent compression symptoms compelled 
Mr. Lucas to trephine. Erysipelas followed by meningitis and death, 
gave an opportunity to discover the source of the cerebro-spinal fluid 
which had commenced to escape by the wound on the fourteenth day after 
the operation. The post-mortem examination proved—as well depicted 
by the lithographic plates of the injured brain and skull—that the external 
wound communicated with the left lateral ventricle, thus proving the 
correctness of the second conclusion enunciated by the author in his first 
paper. The positive proof afforded by this post-mortem, where nothing 
had previously suggested any more serious lesion than a wound of the 
visceral layer of the arachnoid, satisfactorily disposes of—even in default 
of other similar facts—the hypothesis that such an injury can give rise 
to the escape of cerebro-spinal fluid from the vertex. Were this view 
true, the author goes on to say, ‘‘ the appearance of cerebro-spinal fluid 
ought to be much more frequent than it is in cases of compound fracture 
of the skull. For it is certain that in many instances in which the dura 
mater and brain are known to have been torn, no escape of clear fluid has 
occurred. On the other hand, in every case in which an autopsy has 
taken place, the communication between the wound and the ventricular 
cavity has been demonstrated.” Recovery, where cerebro-spinal fluid has 
formed a tumor beneath the scalp, the author contends is no valid argu- 
ment against the truth of his views, as the most extensive lacerations of the 
brain and its membranes are recoverable from in children without symp- 
toms of grave import, provided meningitis does not occur. Such ready 
recoveries are explainable, so Mr. Lucas thinks, by the non-development 
of the intellectual faculties in children. 

An instructive case of Gangrene of the Skin and Cellular Tissue of 
the Arm following Vaccination, forms Mr. Lucas’s second contribution. 
The judicious use of the word * following” is the key to the whole case, 
which although presenting a questionable history of inherited syphilis, is 
yet satisfactorily shown to have been due to the low general state of the 
child’s health, the result of artificial diet, neglect of cleanliness, etc. We 
wish that the same judicious fairness of observation was brought to bear 
upon all cases of the supposed evil effects of vaccination. 
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Mr. ARBUTHNOT LANE discusses in a long and interesting paper the sub- 
ject of Cervical and Bicipital Ribs in Man, the basis of which is sup- 
plied by a number of specimens carefully described and figured by the 
author. Additional drawings of museum specimens illustrate the paper, 
which, together with a brief description of those referred to in Professor 
Turner’s paper on supernumerary cervical ribs and quotations from 
Gruber, Halbertsma, and Luschka, form a most instructive contribution. 
Space forbids more than one or two references, but the anatomist and, in 
a minor degree, the surgeon will be well repaid by a careful study of Mr. 
Lane’s work. Want of symmetry and an imperfect development of the 
lower part of the thorax while its upper portions are overgrown, is of 
common occurrence where anomalous ribs are present. An important 
arterial anomaly is of not infrequent occurrence when these supernumerary 
ribs are present, viz., an unusually high position of the subclavian artery 
in the neck, owing to the vessel passing over the cervical rib when it is 
of any length. 

Seven cases, Illustrating the Various Results of partial Subcutaneous 
Laceration of Arteries, serve as a basis for an elaborate paper by Mr. 
CHARTERIS J. Symonps. “ By partial laceration is understood an in- 
jury in which the internal tunics alone are ruptured, the external, as in 
ligation, remaining intact.” In three of his cases Mr. Symonds reports 
the return of pulsation in the vessel below the site of the injury in three, 
five, and seven days; whence, he argues, the artery at the point of injury 
and occlusion has again become pervious. He considers this the only 
explanation, as too short a time had elapsed for the establishment of col- 
lateral circulation, in support of which position he quotes a case of ligation 
of the axillary, where ‘the pulse was not counted till five weeks after 
operation.” He then describes a specimen in Guy’s Hospital Museum 
where a femoral artery contains a clot with a central lumen produced 
either by tunnelling or by absorption. Still further, Mr. Symonds con- 
tends that “ the large vessels of the limbs may contain plenty of blood with- 
out pulsation existing. The presence of blood I have been able to dem- 
onstrate by the production of a wave in the radial, obtained” in two cases 
‘“‘by compressing the brachial and suddenly removing the pressure.” 
This is a most interesting observation, and bears out the author in his sug- 
gestion, that in “the so-called temporary occlusions there may all the 
time be a gentle stream traversing the vessel, insufficient to produce a 
pulse, but capable of being recognized by the above method.” A practical 
point well illustrated by these cases is strongly insisted upon, viz., that 
gangrene, at least in the upper extremity, is dependent not only upon 
injury of the vessel, but also “largely upon the amount of injury sustained 
by the surrounding parts.” In Mr. Holmes’s words: “ If the injury be un- 
complicated it probably will not lead to gangrene,” except, perhaps, in the 
case of elderly people with atheromatous vessels. Finally Mr. Symonds 
cases, as well as a number of others collated by him, show that they can 
be arranged according to results under the three following heads :— 

1. Those in which complete occlusion occurred. 

2. Those in which temporary occlusion occurred. 

8. Those in which a consecutive aneurism occurred. 

The next contribution, 4 Case of Gastrostomy in which the artificial 
opening was subsequently closed, is one well worthy of being borne in 
mind, since, as the author, Mr. N. Davies-Co..ey, truly says, no case 
has “‘ as yet been fully recorded in which the operation has been followed 
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by such an amelioration in the condition of the stricture as to allow of 
the subsequent closure of the artificial opening.” From the analogues 
presented by strictures of the urethra and rectum, such a result might be 
anticipated but has not before been more than approximately realized, 
There is but little doubt that the stricture was due to syphilis, but anti- 
syphilitic treatment could not be borne, as shown by repeated trials. By 
permission of Mr. Bryant the further progress of a case operated upon by 
him and previously reported, is given by Mr. Davies-Colley, where the 
improvement was almost as great as in the author’s patient, although no 
attempt to close the gastric fistula was made. We strongly advise our 
readers to study the details of these most instructive cases. 

Notwithstanding all that has been written upon the subject of Colles’s 
fracture, it would appear from Mr. Lucas’s paper on that subject, that 
there is still much to be learned as to the facts concerning this well under- 
stood injury, as it is commonly considered. Mr. Lucas discusses the sub- 
ject under eight heads, the first being “ Explanation of the pain on the 
inner side of the wrist and hand,” which is shown by a plate of a dissec- 
tion to be due, not to damage or stretching of the internal lateral 
ligament, the usual explanation, but to the displacement and stretching of 
the dorsal branch of the ulnar nerve by the projecting head of the ulna. 
‘“‘ How the position of the annular ligaments determines the effect of mus- 
cular action in maintaining or reproducing the deformity” is the second 
caption, and under it most important points are discussed and statements 
made. The author points out, t!.at sections of united fractures will give 
an appearance of impaction which is really due to encasement of the upper 
fragment by the callus, and that while not denying that such impaction 
does occur, he thinks that it is much less frequent than is usually taught. 
Granting that such impaction does occur in some few cases, Mr. Lucas 
maintains that ‘* muscular action is alone sufficient to maintain and re- 
produce the deformity.” After discussing the views of various authors 
as to which muscles produce the deformity, he makes the original obser- 
vation that— 


‘*the loss of balance between the muscles on the anterior and posterior surfaces 
of the wrist which follows fracture of the lower end of the radius, and enables 
the latter muscles to draw back the separated extremity, depends on the relative 
sition of the anterior and posterior annular ligaments. The posterior annular 
igament crossing the ends of the radius and ulna binds down all the extensor 
tendons, save two, to the dorsal surface of the radius. Consequently, when the 
radius is fractured immediately above the ligament, not only the supinator, 
longus, and extensors of the thumb, but in addition the extensor carpi radialis 
longior, extensor carpi radialis brevior, extensor communis digitorum, and ex- 
tensor indicis will all tend to drag back the fragment, and give a backward 
direction to the articular surface. % ores to the anterior annular ligament being 
on a lower level running across the bones of the carpus and being unattached to 
- the radius, the flexor tendons have no direct influence upon the fragment, and 
the extensor tendons are consequently left unopposed.’’ 


In proof of this, a case seen during life by Mr. J. Hutchinson, and dis- 
sected after death by Mr. Couper, is described, where before death there 
was none of the deformity so characteristic of Colles’s fracture, complete 
paralysis existing the result of coincident head injury. After death, when 
rigor mortis had set in, the “silver-fork” deformity was well marked, 
and could not be reduced by violent force ; but when all the muscles had 
been divided except the thumb extensors and that of the little finger, the 
fragments were readily coaptated by gentle pressure. The third pro- 
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position, which is ably discussed and we think proved, is that “fracture 
of the styloid process of the ulna and rupture of the triangular fibro-car- 
tilage are frequent complications.” In the experience of Mr. Lucas, the 
fibro-cartilage is torn, not at its apex as one would expect, but it is separated 
atits base, 7. e., is rent from its radial attachment. The freedom of move- 
ment regained (Caption IV.) is shown by dissection to be due to abnor- 
mal mobility acquired by the medio-carpal joint. 

Under the fifth heading, ‘‘ Explanation of the absence of crepitus,” Mr. 
Lucas shows that the extensor tendons tend to hold the upper edge of the 
lower fragment upon the posterior edge of the upper, so that nothing more 
than a hinge movement can usually be imparted to them, which of course 
is not the to-and-fro one requisite to elicit crepitus. We shall pass by 
Captions V. and VI., merely remarking that under the latter is discussed 
the history of a case of that rare accident, a displacement of the lower 
fragment forwards the result of a fall upon the palm. As this injury was 
a compound one, and accompanied by a forward compound dislocation of 
the ulna, the peculiar position of the lower radial fragment is readily ex- 
plained. The concluding section consists of a careful description of Colles’s 
fracture, which we have not space to notice in detail, although we must 
dissent from the author’s statement that the deformity will as a rule recur 
if once properly reduced. Proper reduction is difficult, and in many cases 
no extension that we can exert will reduce the displacement. Over-ex- 
tension of the hand with direct downward pressure on the lower fragment 
by relaxing the untorn periosteum, will effect what no amount of extension 
aided even by direct pressure will do. There is great room for fallacy as 
to the perfection of the reduction effected by extension, etc., as proved by 
the results when the swelling disappears. The manceuvre which we have 
suggested, followed by over-flexion of the hand while the surgeon’s thumb 
supports the lower end of the upper fragment, will oftentimes so mould 
and adapt the fragments as to prevent any further tendency to displace- 
ment. We make this statement advisedly, feeling convinced that incom- 
plete reduction and not an innate tendency to displacement, accounts in 
many cases for the subsequent deformity of a Colles fracture. 

The last paper that we shall notice is one by Mr. Davies-Co.tey, on 
Hernia of the Appendix Vermiformis. After relating the history of four 
cases operated upon by him or his colleagues, and quoting in abstract 
several others, he concludes with the following propositions, which are given 
verbatim, except that certain sentences are omitted, which would be 
meaningless by reason of the reader’s being unable to refer to the full 
text:— 

1. ‘*The appendix vermiformis may form the sole contents of an inguinal or 
femoral hernia of the right side.’’ yr foot-note shows that this portion of the 
intestine may even occupy an inguinal rupture of the left side.) 

2. ‘* When strangulated alone in the sac it may give rise to all the symptoms 
of acute strangulation of the intestine,’’ as in two of the cases reported ; or, ‘‘ on 
the other hand, as in case one, and that of the gentleman operated on by Dieffen- 
bach, the symptoms of constipation may be absent.’’ 

3. ‘If this strangulation is left unrelieved, acute inflammation, with suppura- 
tion, sloughing, and perforation, may follow, and this inflammation,’’ as in one 
reported case, ‘‘ may cause acute peritonitis ;”’ or, as in another, ‘‘ the patient 
may recover after operation with a fecal fistula.’’ 

4. ‘‘The appendix may be incarcerated in an old hernia, and may become 
adherent to the walls of the sac. Here it may remain for many years without 
pevaurn any serious symptom. It may then, as in Mr. De Morgan’s case, 

ecome the site of ulceration from the lodgment of foreign bodies, and so set up 
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suppuration in the hernial sac ;”’ or, as in one case in this paper, ‘‘it may be in- 
jured by taxis or a truss, or by the presence of portions of the bowel or omentum 
which have descended intothe sac. Severe inflammation and great swelling may 
thus be set up in the process and the parts adjacent. Lastly, as in the singular 
case under Prof. Billroth, some cystiform change may take place in the incar- 
cerated appendix, and, by its great tension, set up all the symptoms of acute 
strangulation.’’ 


In conclusion, Mr. Davies-Colley calls attention to the importance of 
early operation in small hernie of the right side, when the other symptoms 
of strangulation are present despite the absence of constipation, for here 
we may have to deal only with an incarcerated appendix. When of long 
duration, and even with a quite adherent thickened appendix, the adhe- 
sions may be divided and the protrusion returned within the abdomen, as 
was successfully done in one case. When, however, the appendix is much 
inflamed and suppurating, the author, for reasons too numerous for re- 
hearsal, is inclined to advise that it be ligatured and removed, as has been 
twice done, but only once did recovery take place. 

From the necessarily brief notices that we have been compelled to give 
of the papers in this volume of the Hospital Reports it will be seen that 
many of them are of very unusual interest, and that all are worth a careful 
perusal, so that the present work does not fall below the high standard of 
its predecessors. C. B. N. 


Art. XXII.—A Theoretical and Practical Treatise on the Hemorrhoidal 
Disease, giving its History, Nature, Causes, Pathology, Diagnosis, 
and Treatment. By W1LtL1AM Bopennamer, A.M., M.D. Illustrated. 
Large 8vo. pp. xvi. 297. New York: William Wood & Co., 1884. 


Tue author of this book has been so long a student of the diseases and 
defects of the lower end of the bowel that one naturally expects that any- 
thing which he has to say about these subjects will be of more than 
ordinary value. In this expectation the book before us furnishes no dis- 
appointment. It shows the effect of careful and learned research into 
the literature of hemorrhoids, and is concluded by a bibliographical list 
which indicates the richness of the mine from which the author has 
drawn his material. Nor is it in collating the results of the experience 
of others alone that the author has earned a claim to a hearing; for he 
has also had a very large experience of his own, by which to test the 
value of the conclusions of other workers in the same field. These two 
sources of information have enabled him to make a book which has 
interests beyond those which are measured by their mere practical 
utility, and which will make it useful to any one who wishes not only to 
know what is now known upon its subject, but also to learn what was 
known long ago, and what, nevertheless, often passes as new at the present 
day. 

The first chapter is devoted to the historical aspect of the subject, and 
in it the disease is traced, by a not altogether conclusive argument, to 
the ancient Egyptians and Hebrews. But all through the book there are 
quotations and references which throw even stronger light on the question 
of the antiquity of this disorder, and which, combined with a fair reason- 
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ing from analogy, make it clear that hemorrhoids can hardly have been 
long after the appearance of the human race in making their own appear- 
ance. The chapter on the ‘ Etymology and Application of the word 
Hemorrhoids” is about as distinctly historical as that called so, and the 
next, on ‘¢ Description and Definition” is but little less so. The rest of 
the book follows pretty closely the ordinary arrangement of books on the 
same subject. Etiology, symptomatology—though this is made into several 
chapters, and is not called by this name—diagnosis, prognosis, and treat- 
ment are considered consecutively ; all in the light of the most ancient as 
well as the most modern records. 

In connection with the author’s discussion of the causation of hemor- 
thoids we note that he lays considerable stress on the influence of heredity, 
and cites some interesting cases in which whole families, or a large part of 
them, were similarly affected. There is, of course, no reason why a 
tendency to piles should not be inherited, as well as that to any other 
defect or disorder, but it is possible, in all apparently such cases, that bad 
example, and bad training in regard to food, habits of defecation, and so 
on, may have had a good deal to do with the result. It is interesting to 
observe that the author emphasizes the fact that it is an error to attribute 
too much to the full habit in the causation of hemorrhoids : a fact which 
ordinary experience confirms. It is also interesting to find that the 
author is not carried away with the mechanical explanation of the causa- 
tion of hemorrhoids. He states it fairly, but adds very sensibly, “The 
explanation of these causes is probably too mechanical to be entirely and 
strictly correct. It tends too much to limit the resources of nature within the 
bounds of our own deficient comprehension. If the explanation is strictly 
true, then it would seem that nature had made us very defective in the 
organization of those parts. . . . . Nature never constructed these 
parts for the purpose of producing hemorrhoids,” etc. 

We cannot agree so fully with the author’s opinion that the use of 
purgatives is a “ frightful source” of hemorrhoids in this country. No 
doubt there are those who have piles because they are always irritating 
their rectums with drastic purgatives; but we think the opposite error of 
permitting one’s self to become habitually constipated is much more 
common and much more to be feared and deprecated. And, so far from 
sharing the author’s view that the use of purgatives is too general nowa- 
days, we are inclined to think that the present generation somewhat 
underestimates the extent of their usefulness. 

We disagree again with the author in regard to the influence on the 
bowels of the ingestion of matters which cannot be digested ; such as the 
seeds of various berries. Of course no one would doubt that there is such 
a thing as carrying the ingestion of indigestible substances to an immoderate 
and injurious extent. But no more, we think, can any careful observer 
doubt that the ingestion of a certain proportion of indigestible material 
with the food is of the greatest service in keeping the bowels in good 
order. In fact, having made this particular matter the subject of some 
study, we are convinced that a judicious use of the very articles the author 
fears is to be urged upon the community, asa means of freeing them from 
one of the commonest causes of hemorrhoids. In this the author may be 
right and we wrong; but, with due regard to his authority, we have a 
positive conviction that he is mistaken. 

In speaking about the method of cleansing the anus after defecation, 
the author recommends the finest and softest material, citing the disgust- 
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ing—though intended to be amusing and luxurious—suggestion of Rabelais, 
that a swan’s neck be employed. A good plan, not mentioned by the 
author, is for a person to make his first, rough cleansing with soft paper, 
then to sit over the edge of a bath-tub, and wash the anus off with cold 
water by means of sponge reserved for the purpose ; and finally to dry 
the parts with a towel, by simple pressure, without rubbing. This 
practice, if carried out at every stool, will tend to prevent the formation 
of hemorrhoidal tumors, and to keep them from giving trouble when they 
have formed. 

The author tell us, in his chapter on Etiology, that ‘* The profound 
emotions—terror, fear, rage, sorrow, ennui, restlessness, or nostalgia— 
may be a direct cause of hemorrhoids.” As to this, we find it as hard to 
believe that the most profound emotion could really cause hemorrhoids, 
as to believe that ennui and restlessness can be considered to be profound 
emotions. This is one of the places where we think the author has been 
a little carried off his feet by the movement of his story. We do not 
wonder ; but we think he will not object to learning how it strikes one 
who has not the, so to speak, parental interest in its development which 
he has. 

The part of this book devoted to the symptomatology of hemorrhoids is 
admirable, although a little irregular in its arrangement. The discussion 
of the diagnosis and prognosis is also very good. In regard to the merit 
of what the author says about the treatment of hemorrhoids, opinions will 
differ as the readers of the book are partisans of the ligature, cutting, 
crushing, cauterization, or injection. The author is so convinced of the 
superiority of the ligature that we think he fails to do full justice to the 
claims of all the other methods; and, although most surgeons in this 
country share his preference for ligation, there is a good deal to be said 
in favor of some of the other methods in use in Europe. 

So much in detail. When we come to look back upon this book, as a 
whole, we cannot refrain from expressing our admiration for the labor 
and pains the author has bestowed upon it. For its construction Hebrew, 
Greek, and Latin works have been laid under contribution to such an 
extent as to display the author’s erudition, and sometimes to puzzle the 
printers and proof-readers. Here and there we find mistakes in spelling, 
which might be corrected, and in some of the Greek words we find the 
accents wrong. 

But this is a minor matter. As a whole the book is admirable, and 
will add to the already good reputation of the author, as well as furnish 
a rich source of otherwise unattainable information to any subsequent 
investigator of the subject. 

The publisher’s part of the work is very well done. The paper, 
printing, and binding are excellent, and the cuts are, with one ar two 
exceptions, very good, The two chromolithographs are more suggestive 
than illustrative. But they are as good as one generally sees. 

C. W. D. 
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Art. XXIII.— Transactions of the American Otological Society. Seven- 
teenth Annual Meeting. 8vo. pp. 325. New Bedford, Mass., 1884. 


Aw extended discussion of mastoid operations is commenced by Dr. H. 
Knapp, of New York, with a paper On the Indications for Opening the 
Mastoid Process, based on some Recent Observations. 

He says, that formerly he “‘ was disinclined to operate when there were 
no external symptoms of suppuration in the mastoid region, and when in 
acute otitis media there was free discharge of healthy pus through the ex- 
ternal meatus,”” but that more extended experience has not only changed 
his opinion upon these two points, but has inclined him to consider the 
operation indicated in certain cases in which no suppuration is suspected, 
either in the tympanic cavity or mastoid cells, ¢.e., cases of sclerosis of 
the mastoid. He illustrates the benefit of the operation in these different 
conditions by reporting cases in which it was performed. In one there 
was acute tympano-mastoiditis with free discharge from the tympanum, 
but violent and persistent pain, extending over the side of the head, and 
not relieved by the usual remedies. The outer layers of the mastoid bone 
were healthy, but an opening, one centimetre deep, evacuated a large 
amount of pus and a rapid cure followed. 

The second was a chronic case of purulent otitis media without external 
signs of mastoid disease, but with severe and continued hemicrania. The 
bene was found to be hyperemic and undergoing a process of sclerosis, 
and it was necessary to penetrate nearly two centimetres before a cavity 
was reached. Only a few drops of sero-mucous fluid escaped. The head- 
ache was at once relieved. 

The third case was one of sclerosing mastoiditis, without discharge and 
with an intact membrana tympani. There was intense headache over the 
corresponding side accompanied by dizziness. The mastoid was red and 
slightly swollen, and there was swelling of the posterior wall of the meatus. 
Anodynes, leeches, and various applications gave no relief. The perios- 
teum of the mastoid was found normal, but the bone was condensed and 
very vascular. There was no secretion. There was immediate relief 
from all symptoms. 

Dr. Knapp prefers a small chisel to any other instrument for performing 
the operation. 

Dr. J. A. Lippincott, of Pittsburgh, Pa., reports A Case of Mastoiditis 
Interna Chronica with Sclerosis; Trephining ; Recovery. 

There was violent pain, referred partly to the region of the middle ear 
and partly to the mastoid, and occasionally extending over the side of the 
head. Except slight swelling and some tenderness of the mastoid, there 
was no external evidence of disease, but the pain not only continued but 
grew worse, in spite of prolonged and careful treatment. As a final resort, 
the mastoid was punctured to a depth of seventeen millimetres with 
Buck’s drill. No suppuration was found, but complete relief followed. 

In the discussion, Dr. Sexton, of New York, disapproved of perforating 
the mastoid except to give exit to pus in the cells, and did not believe 
that opening these parts in so-called ‘‘eburnation” could be of service in 
middle ear disease or brain affections. As the mastoid antrum lies on a 
higher plane than the tympanum, and the upper portion of the tympanum 
is frequently cut off from the lower portion by swelling of the intervening 
structures, he considered that the best way to drain the antrum is by an 
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incision into the posterior part of the membrana flaccida. He thought 
that pus in the mastoid cells might often be, with advantage, evacuated 
by an opening in the posterior wall of the meatus. 

Dr. Buck and Dr. Knapp disapproved entirely of the incision through 
the wall of the meatus, as it causes a high degree of inflammatory swell- 
ing, which closes the meatus and makes free evacuation impossible. 

The value of swelling of the optic disks as an indication for the opera- 
tion, and other points of interest in connection with this important sub- 
ject were freely discussed by several members of the society. 

Dr. Atsert H. Buck, of New York, reports his experience in the use 
of Large Doses of Potassium or Sodium Iodide in Sudden Deafness of 
Supposed Syphilitic Origin. 

This treatment was tried in five cases without result. The author is 
inclined to think that such cures as those reported by Drs. Roosa and 
Webster will always be exceptional. Several other members had had 
similar experience. 

A case of Disease of the Ethmoid, the Consequence of Chronic Catarrh 
of the Nasopharynx ; Exophthalmus, is reported by Dr. J. J. B. Ver- 
MYNE, of New Bedford, Mass. i 

There was a “ tumor the size of half a hazelnut, extending from the upper 
inner edge of the orbit to a little below the ligamentum canthi internum, 
gradually sloping backward as far as the finger could reach. It was of 
bony hardness, slightly uneven, not painful to the touch, immovable, and 
connected with the os planum or the lamina papyracea of the ethmoid 
bone.” He thinks it was either an exostosis or a retention tumor, and dis- 
cusses the diagnosis and treatment of tumors originating in the ethmoid 
and encroaching upon the orbital cavity. 

In a paper on Reflex Aural Phenomena from Nasopharyngeal Catarrh ; 
Objective Noises in and from the Ear, Dr.C. H. Burnett, of Philadelphia, 
reports three cases in which there were objective noises in the ear, which 
he attributed to the irritation of naso-pharyngeal disease. ‘‘ The irritation 
in the nares and naso-pharynx in these cases may be reflected to the mus- 
cular tissues of the velum palati, the fibres of the superior constrictor of 
the pharynx, and to the pterygoid muscles, producing clonic spasms, which 
in turn produce snapping sounds, audible at greater or less distance from 
the patient.” 

A case of Myzxo-fibroma at the Basis Cranii causing Blindness, and 
seven years later Deafness by Destruction of the Labyrinth, is reported 
by Dr. J. J. B. Vermyne, of New Bedford, Mass. When first seen the 
patient complained only of occasional dimness of vision, and the ophthal- 
moscope showed congestion of the optic disks. Intense headaches com- 
menced several months subsequently, and death did not occur for more 
than eight years. A tumor 6 cm. long, 4 cm. broad, and 2 em. thick, 
was found in the anterior portion of the left inferior occipital fossa, beneath 
the tentorium and adherent to the dura mater covering the petrous portion 
of the left temporal bone. The posterior surface and top of the pyramid 
were largely eroded. 

Dr. Cuas. J. Kipp, of Newark, N. J., reports a case of Hpithelioma of 
the Auricle, and one of Cavernous Fibrolipoma of the Auricle. The 
former occurred in a healthy boy, wt. 19, and its “rapid development 
would seem to make it at least improbable that the tumor was really what 
the microscopical examination showed it to be—an epithelioma.” The 
growth was “‘ largely made up of epithelial cylinders, between which were 
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numerous large, round, oval, and spindle-shaped cells, imbedded in a fine 
fibrillar tissue.” The subsequent history of the patient could not be ascer- 
tained, and the author doubts whether the growth was really a malignant 
one. 

Dr. Lucien Howe, of Buffalo, N. Y., in reporting a case of Hematoma 
Auris in a Sane Person treated with Injections of Ergot, calls attention 
to the rarity of the disease in females, and to the fact that it is usually 
associated with some form of insanity. There was no history of injury in 
this case, though both ears were affected—one four years after the other. 
Very decided improvement followed the repeated injection of ergot. 

Dr. Sexton said he had recently had the opportunity of examining a 
number of othematomata occurring in the sane. He found that among 
pugilists this affection of the ear is almost universal. Dr. Wadsworth 
called attention to the fact that the Greek statues of pugilists had the ears 
deformed as they would have been from hematoma. 

Dr. W. M. Suz, of Cincinnati, in a communication on the use of 
Jequirity in the Treatment of Suppurative Otitis Media, states that he 
had used it in a number of cases of chronic suppuration with a view of 
bringing about a thinning of the thickened mucous membrane with a fair 
proportion of good results. 

Dr. H. N. Spencer, of St. Louis, Mo., in A Contribution to the Me- 
chanics of Naso-pharyngeal Practice, describes a modified powder-blower 
and spray apparatus. 

Dr. Cuas. A. Topp, of St. Louis, Mo., reports a case of Necrosis of 
the Right Labyrinth; Total Facial Paralysis in the same side; Partial 
Recovery. The disease dated from the time of an attack of the measles, 
fifteen years ago. A sequestrum finally removed consisted of a part of the 
cochlea. 

Prof. T. D. CLarke, of the New York Institute for Deaf Mutes, in 
behalt' of the Convention of Teachers of Deaf Mutes by the new method, 
requested information of the society in the following points: — 

Ist. A test for hearing of such a nature that the results by different 
observers can be compared. 

2d. Any means of determining the difference between hearing and feel- 
ing in persons who may have never heard. 

3d. Any method or course of exercises that could be used in our insti- 
tutions to develop, improve, or train defective hearing. 

4th. Any precautions that should be taken to prevent injury to diseased 
ears by shouting or making loud noises near them. 

The matter was referred to a committee. 

Dr. Samuet Sexton, of New York, exhibited a specimen of Sarcoma of 
the Concha, which he considers rare ; also some illustrations of malforma- 
tions of the auricle resulting from imperfect closure of the bronchial cleft. 
He also discusses the Jnfluence of Dental Irritation on Diseases of the 
Ear, illustrating the subject by wood-cuts representing conditions of the 
teeth that have given rise to such irritation. G. C. H. 
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Art. XXIV.—A Practical Treatise on Massage, tts History, Mode of 
Application, and Effects, ete. By DovuGias Granam, M.D., Fellow 
of the Massachusetts Medical Society. 8vo. pp. viii. 286. New York: 
William Wood & Co., 1884. 


Dr. Granam’s hand-book, the professed object of which, as he himself 
states in the preface, is to resuscitate the ‘‘ numerous articles and abstracts 
on the subject of Massage which are scattered throughout medical litera- 
ture and are practically buried alive in it,” is entirely satisfactory from 
this point of view. The author has shown great patience and research in 
extracting the cream of the various treatises upon the art of massage, 
and his own ripe experience has enabled him to make judicious selection 
from the material which he has collected, The treatise is exhaustive, 
comprising, as it does, the history of massage, the method of its appli- 
cation, and its physiological effects, as well as special attention to its 
application in neurasthenia and to the internal organs, in diseases of the 
central nervous system, in writers’ cramp, in neuralgia, muscular rheuma- 
tism, sprains and joint affections, etc. These titles show the wide scope 
of the work, and each subject has plenty of space allotted to it, and the 
literature bearing upon that point is thoroughly canvassed. 

What is said of the use of massage in writers’ cramp, or what is 
commonly called the method of Wolff in the treatment of this trouble- 
some neurosis, derives additional interest from the fact that in a recent 
number of the British Medical Journal, Dr. De Watteville reports the 
absolute recovery in a very short space of time of several cases of writers’ 
cramp which had defied all other methods of treatment, and which he sent 
to Herr Wolff. Were it not for the slow but certain accumulation of 
evidence from other sources one would almost be inclined to regard 
Vigouroux’s statistics of Wolff’s cures as incredible, it being stated that 
over fifty-four per cent. of the cases submitted to Herr Wolff recovered, 
and some of the most stubborn of these required only a fortnight of treat- 
ment. The chapter upon the treatment of, neurasthenia by massage is 
also to be noted as especially valuable. 

Whilst Dr. Graham’s book is very comprehensive and complete, we 
can hardly regard it as a standard text-book upon the subject, for where 
the author should be judicial he is argumentative, and after reading a 
chapter (and especially Chapter V.) the impression is inevitably left that 
the author is defending himself and his art against possible adverse criti- 
cism. The text is marred by occasional improprieties of diction, and the 
press-work by too frequent errors. But if we bar these, the work may 


be regarded as a most valuable addition to our current medical literature. 
P. R. 


Art. XXV.—Transactions of the Obstetrical Society of London, Vol. 
XXVIL., forthe year 1884. 8vo. pp. 375. London: Longmans, Green 
& Co., 1885. 


Tue average attendance of Fellows at the ten meetings of the year was 
fifty-seven, and the number of contributors to the volume is thirty-four. 
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Of the latter, twenty have become well known to us by reason of their 
active fellowship during a series of years. Having nearly seven hundred 
ordinary Fellows, it will be seen that the Obstetrical Society of London is 
no exception to what we notice of our own medical bodies, that the real 
work is done by a very few, the balance being content to listen to the 
reading of the papers, or what is much more common, to read them 
themselves after publication. All honor is due to the names of Drs. 
Aveling, Bantock, Robert Barnes, J. Matthews Duncan, Galabin, Green- 
haigh, Hewitt, J. Braxton Hicks, Oldham, Playfair, Priestley, Meadows, 
and Thornton, and to Mr. Lawson Tait and Sir T. Spencer Wells for 
the number and value of their contributions to obstetrical science. A 
marked feature in the Transactions has always been the value of the 
remarks made in discussing the merits and the subjects of the respective 
papers read, and as these are often of more practical worth than the 
monographs themselves, we are careful in our review to give them due 
notice. This comparison is no disparagement to the papers, which are 
often avowedly presented for the purpose of obtaining a conference and 
interchange of views upon the subject matter from those who are known 
to have been close observers, and to have had a large experience. It is 
greatly to the credit of the busy obstetricians and gynecologists of Lon- 
don that they are the most regular in their attendance at the meetings, 
and are the largest contributors to the annual volume. We commend 
this fact to many in our own cities who claim that they have not time to 
attend society meetings, and give to younger members and the cause of 
science the benefit of their experience. 

The first paper we shall note is that by Mr. Epwarp Sasine Tair, 
on Puerperal Temperatures... This paper was based upon a series of obser- 
vations made in the General Lying-in Hospital upon 125 women, 60 
primipare and 65 multiparz, recorded every four hours during the post- 
partum month. In these 125, the highest temperature occurred on the 
third day, in 41; on the fourth day, in 28; and in the second day, in 20 
= 89. In the balance (36) the highest points attained were scattered 
over the balance of the first week (11), and through the second week (25). 
Of these last 25, there were 13 primipare and 12 multipare, and in 11 
the cause was believed to be undoubtedly nervous, such as fright, temper, 
excitement at seeing friends, ete. 

Laceration of the perineum was observed to determine the point of time 
for the highest temperature in cases where there was a considerable tear : 
thus in 32.2 per cent. the highest temperature was on the third day; in 
26 per cent. on the second; and in 22.6 per cent. on the fourth. In 6 
forceps cases (primiparz), the highest was on the third day in 3; and on 
the first, second, and fourth, in 1 each. In 3 forceps cases (multipare), 
the highest point was reached on the first day, in 1, and second, in 2. 
The introduction of the hand in the third stage did not appear to have 
any effect upon the time of the temperature maximum. 

In Perineal Rupture Cases the following was noted: Of the 60 primi- 
pare, only 5 entirely escaped either a perineal, vaginal, or labial tear, 
and in these the average maximum of the first few days was 102.4°. In 
23 cases of more or less perineal tear, where there had been no mechani- 
cal interference, the average maximum was 103.8°. In 7 slight perineal 
tears the average maximum was 102.6°, and in 11 cases of labial tear it 
was 103.7°. Jn multipare, the average maximum in 42 cases without any 
tear, was 101.2°; in 12 cases, with a slight perineal tear, it was 102.9° ; 
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in 4, with more severe tears, 102.9°; and in 3 cases of labial tear, it was 
100.6°. It will thus be seen that the temperature was markedly lower 
where there was no tear than where a deep laceration had occurred. 

Forcep Cases. In the 6 primipare the average maximum was 104.1°, 
and in the 3 multipare it was 101.2°. In the former there was more or 
less laceration, and in the latter (occip-post) there was a tear in one. 

In the large majority of cases the diurnal minimum was early in the 
morning, 2 or 6 A. M., and the maximum at 2 or 6 P. M., and, as a rule, 
the latter was higher than the nocturnal point at 10 P. M. 


‘The lying-in woman is peculiarly liable to sudden and rapid rises of tempera- 
ture, due to 7 nervous causes. This is of great practical interest, and is 
important to bear well-in mind in dealing with puerperal patients, otherwise, at 
the Jeast, unnecessary alarm may often be caused.’’ 

‘‘ Frequently a temperature that had been normal or nearly so, will be found 
to have quickly risen several degrees, even to 104° or 105°, and with this there 
will be found no physical signs or symptoms whatever that would account for it, 
the patient probably complaining of nothing beyond perhaps some headache and 
a feeling of restlessness. On examination the breasts will be found satisfactory ; 
also the lochia. There will be no tenderness or distension of the abdomen ; the 
bowels will be acting well, and the bladder empty; there will be nothing found 
wrong in the chest nor with any other organ, and yet the temperature will be 
perhaps 105°, when a few hours before it had been normal. In such cases, on 
careful inquiry, it will be almost invariably found that pomething. has happened 
to disturb the patient’s nervous system, such as a sudden fright, bad news, visit 
of friends, or perhaps there is trouble or anxiety. In these cases, when the fright 
is over, or the anxiety removed, the temperature again quickly falls.’’ 


Ten cases are given, in subjects varying in age from 18 to 34, to show 
from what agitating causes the temperature may be made to rise suddenly 


to an alarming point. 

1. Primipara, 18; temperature 98° to 100°. On twelfth day after a 
dispute in the ward, it rose from 98° at 2 A. M. to 105° at 2 P. M., and 
fell again to 99° by 2 A. M. of the next day. 

2. Primipara, 18; temperature 99.6° on seventh day, rose to 104.6° 
on eighth day from worrying about her nurse leaving, next day normal. 

3. 4-para, 30; temperature normal on ninth day, rose to 102.6° after a 
fright from a nurse’s nearly fainting. 

4, 3-para, 34; frightened in her sleep by another patient calling out; 
temperature 99°, rose to 105°, fell to 100° in four hours, and to 98° in 
eight hours. 

5. 2-para, 26; same disturbing cause, on eighteenth day, rise from 
98.4° to 103.6°. 

6. Primipara, 29, single. On ninth day read a novel, temperature 
normal, rose to 104°. 

7. Primipara, 22. On eighteenth day temperature subnormal, rose to 
104.8° after a visit from her husband; patient feeble, and made a poor 
recovery. 

8. Primipara, 25, single; temperature 99° to 100° on tenth day, had 
visitors who brought bad news, temperature rose to 104.2°, next day 
98°. 

9. 2-para, 22. On thirteenth day temperature rose suddenly to 103.8° 
and remained‘ high without constitutional change until the sixteenth day, 
when it fell to 98.6°; patient worried, cause not ascertained. 

10. Primipara, 19. On tenth day temperature 98°, on eleventh day 
101.2°, from same cause as in No. 7. On twelfth day received vexa- 
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tious news, temperature rose to 104.2°, fell to 98.4° next day after mat- 
ters were settled. 

These records show the importance of ascertaining, in any given case, 
whether there may not have been some mental disturbing cause to ac- 
count for the increase of heat. In our hospitals, where the patients are 
largely of the Celtic race, and readily provoked or excited, we may meet 
frequently with sudden changes from fits of passion. After a visitation of 
puerperal fever in a lying-in hospital and its disappearance, the reviewer 
remembers to have been for a few moments alarmed by the rapid pulse 
and hot skin of a recently delivered woman, until he discovered that her 
passions had been aroused by some disparaging remarks made upon her 
baby by another patient. In the examples given, the rate of pulse should 
also have been recorded. It is possible even to be deceived by a coinci- 
dence between emotional and septic disturbance, and the invasion of the 
latter may be masked by the result of the former; it will be, therefore, 
very important to examine the patient with great care to be satisfied that 
there is no septic element back of the emotional, or excited into activity 
by the mental agitation. Cases of fright should be especially watched, 
as those of high violence are sometimes fatal. 

The remarks of Dr. Champneys, of the aforementioned hospital, in dis- 
cussing the paper, are worthy of note. He observed that— 


‘¢ The difficulties of diagnosis and prognosis centred on the third day, on which 
the bowels, the milk, and any surgical injuries would combine to raise the tempera- 
ture. Indeed, the difficulty of diagnosis and prognosis was the chief difficulty in 
these cases, the treatment not admitting of much variation. In many cases, 
diagnosis and prognosis at the commencement of the ses were impossible, 


but were best aided by the aspect of the patient, the character, rather than the 
rate of the pulse, and the tongue.”” . . . ‘* Without a vaginal examination 
it was impossible to say that a rise of temperature was not due to pelvic inflam- 
mation; such inflammations are often quite ephemeral, and he had seen them 
run their course and end in recovery in three days; it had often occurred to him 
to find that a temperature which he had thought due to other causes was really 
due to pelvic inflammation.”” . . . ‘*Itis quite possible that a pyrexia due 
to psychical causes may lead to physical consequences, such as inflammation, or 
rather that the pyrexia and inflammation may be due to a common psychical 
cause.” . . . ‘The great proof that these nervous temperatures were not 
due to septic absorption, as had been suggested, was, that he could recollect no 
single case of infection of one patient from another in the General Lying-in Hos- 
pital,’’ and that during his service of three years ‘‘the mortality had been 1 in 
130-40.” . . . ‘* Again, a rise of temperature for a few hours only can 
hardly be regarded as due to septic absorption. Rigors are no doubt alarming, 
but they are not at all uncommon immediately after labor, and often mean 
nothing.” . . . ‘* As regards fetor, it is useful as a means of attracting our 
attention, and such lotions as deodorize without disinfecting are positively inju- 
rious ; they cut the rattle off the snake without drawing its fangs.’’ 


Auvard’s Couveuse, or Nest.—For want of a better name, this “ incu- 
bator,” said to have been first used by Prof. Tarnier for affording artificial 
heat to premature and delicate infants, has been rearranged. by Dr. 
Auvard, who has contrived an improved form, heated by five prismatic 
water vessels, and closed over the baby by a glass lid. This calorifier is 
said by Auvard to have reduced the mortality in the early weeks of infants 
under 2000 grammes from 65 to 38 per cent. To keep up a temperature 
from 86° to 93°, the water requires to be renewed in one vessel at a time 
every two hours. This form of apparatus, or some improved substitute, is 
particularly essential for the rearing of infants delivered after prematurely 
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induced labor. One of our lamp-heated automatic incubators could readily 
be adapted as a baby heater, and would require but little attention after 
being properly adjusted for the reduced temperature. We should say that 
86° ought to be quite high enough, as the baby is to be well encased in 
warm clothing. The hot air of the lamp would have to pass through a 
close metallic chamber encased by the crib-box, and that for respiration 
supplied from without, so as to be warmed by the chamber. 

Spondylolisthesis.—The visit of Dr. Franz Lupwig NeuGEeBaveEr of 
Warsaw to London, in April, 1884, was taken advantage of by him to 
bring up the subject of this peculiar deformity so carefully investigated by 
himself and a few others on the Continent before the Obstetrical Society ; 
to exhibit a set of specimens; and to make searches for others in the ana- 
tomical collections of the British metropolis. One specimen of marked 
character was found in the Museum of University College, and is described 
with two wood-cuts on pages 152 and 153; it very closely resembles the 
illustrations of Kilian, Neugebauer, and Swedelin. What causes the 
slipping of the fifth lumbar vertebra over the top of the sacrum has cer- 
tainly not been positively ascertained. Dr. Robert Barnes believes that 
it cannot be explained by one pathological process. In one case that 
came under his care it appeared to have arisen as the result of injury in a 
subject who had enjoyed good health until she married. ‘ Dr. Neuge- 
bauer did not consider that spondylolisthesis ever resulted from the 
destructive processes of caries or necrosis of the vertebre, but regarded it 
as essentially depending upon malformation and arrested development of 
the vertebre, as exhibited in the specimens, although the displacement of 
a body of one of the vertebre forwards might occasionally result from 
fracture through the arch of the vertebre.”” In his opinion, based upon 
a study of numerous spinal columns, vertebra, and pathological specimens, 
the slipping is due either “to a congenital deficiency between the superior 
and inferior articular processes on both sides, or fracture of the same parts.” 
Predisposing causes he believes may exist throughout life, without dis- 
placement resulting, which he attributes to great weight in the abdominal 
region, general obesity, and repeated pregnancies, the inferior articular 
processes of the fifth lumbar vertebra not being sufficiently firmly united 
te the anterior part of the bone to keep it in place. 

Dr. Neugebauer exhibited, in proof of his theory, nine specimens of 
vertebra, one wax model, and about eighty photographs; besides photo- 
graphic pictures of patients believed to be the subjects of the deformity. 
These having been submitted to a committee for report, it was decided 
ithat they sustained the views advanced by the exhibitor. 

Dr. Nosie Smitn reported as follows upon the University College 
specimea, above referred to, in which there is anchylusis as well as dis- 
placement. 


“There are two points in this specimen to which I would call attention : 1st, 
the elongated bony union between the superior and the inferior articular pro- 
cesses; and, 2d, to the firm osseous anchylosis between the posterior part of the 
body of the fifth lumbar vertebra, and the anterior part of the body of the first 
sacral. These conditions indicate a severe inflammatory process, and I should 
imagine that the anchylosis referred to probably indicates the existence at some 
time of caries of the two surfaces. But, even if caries has existed, I am inclined 
to think that this specimen is still in favor of Neugebauer’s theory, and that 
probably in this case fracture took place first, and that caries occurred subse- 
ar in consequence of the continued irritation between the two surfaces of 
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Dr. SHattuck exhibited a fifth lumbar vertebra from an adult skeleton 
otherwise normally developed, in which there was an absence of osseous 
continuity across the arch immediately behind the superior articular pro- 
cesses, which is the congenital defect believed to favor the slipping of the 
vertebra from superincumbent weight, a displacement that is a very 
gradual one in some instances, as shown by the increasing difficulties of 
parturition from birth to birth in some multipare. 

This subject has been one chiefly of quite recent investigation, and is 
still of somewhat questionable pathology. It becomes at this time of addi- 
tional interest, because of the fact that a pregnant case of this displace- 
ment is under observation in this city, the subject being a German. It 
is proposed to bring on her labor prematurely. 

Strong Mental Emotion affecting Pregnant Women as a Cause of Idiocy 
in the Offspring is the subject of a paper by Artaur MITCHELL, 
M.D., Commissioner of Lunacy for Scotland. No doubt emotional dis- 
turbance of the mother is credited with the production of much that 
probably does not belong to it, and we must look for the causes of idiocy 
in intemperance of parents, hereditary tendencies, injuries of the head in 
parturition, infantile diseases, etc. But there are cases in which there 
would seem to be no way of accounting for the idiocy, except through the 
effect of a maternal impression of a violent and depressing character. Dr. 
Mitchell says :— 


‘¢T have convinced myself that cases do occur in which this accounts for the 
defect of the offspring; and I see no reason why it should not be regarded as 
sufficient. That which seriously disturbs the mother’s health, which deprives 
her of sleep, takes away her appetite, interferes with the assimilation of her food, 
makes the secretions abnormal, and leads to emaciation, can scarcely do this and 
leave the progress of growth and development in the fetus to be pursued ina 
vigorous normal way. The opposite, indeed, appears to be almost necessarily 
true; and it is impossible to estimate the measure of the ultimate misfortune 
which may arise from even a temporary check to the intra-uterine development 
of the child, because that development takes place in the healthy state with such 
extraordinary rapidity as practically to render feetal life a succession of climacteric 
periods quickly following each other, when even the temporary negation of favor- 
able conditions may be evidenced eventually in grave results.’’ 

‘*It has often been asserted to me with reference to an idiotic child under ex- 
amination, that in the fetal state it had received a ‘shock’ at a time when 
sudden terror or grief had perturbed its mother, and as a proof of this it was 
sometimes added that at the time of the mother’s alarm or distress, the motion of 
the child became excessive, rapid, abrupt, and jerky, giving the mother pain, 
and that this excessive motion soon subsided, no motion being felt for days after- 
ward. In considering the account given of such cases, it has appeared to-me 
that the movements described were probably convulsive in their character, and if 
80, it can scarcely be doubted that such disturbances as would produce convul- 
sions might inflict serious and irreparable injury on the delicate nervous system of 
the foetus.’’ 


As sudden mental emotion is capable of producing miscarriage, either 
immediately or ultimately, the child in the latter case having ceased from 
a noted period to show signs of life, we may infer that an impression 
upon the foetus short of fatal to it may result in imbecility. Very trivial 
causes have produced sudden miscarriage in nervous timid women; but 
we are not to credit such with the production of idiocy, although mothers 
are prone to attribute marks and defects in the infant to something of a 
trifling nature that may have happened to themselves during gestation. 
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In illustration, Dr. Mitchell reports six cases, which we give in few 
words :— 

1. Wife of a fisherman who witnessed from the shore the drowning of 
her husband in astorm. She became terror-stricken, fainted, remained 
long in feeble health, and gave birth to a small weakly infant which 
proved idiotic. 

2. A pregnant mother lost three children in one week by an epidemic 
fever, and became so grief-stricken and ill that she kept her room for 
several months, until she gave birth to an idiotic child. 

3. A woman six months pregnant became frightened during an inun- 
dation, which threatened to overwhelm her house, and was additionally 
alarmed by the entrance of a strange man, who sat a short time by her 
fireside and abruptly left, having said nothing. Great agitation followed 
and continued for several days. The movements of the child in utero 
were observed to be quick and violent, and she complained of the pain 
they gave her. The fetus was carried to maturity, but soon after birth 
was recognized as idiotic. 

4. In this case the exciting causes were grief at the sudden death of 
her husband and anxiety concerning the support of her children, resulting 
in her own ill health. Child born at full period, was small and defective 
in mind. 

5. Depressing cause, death of a child by the goring of a cow. Feetal 
movement excessive and alarming; abortion threatened ; child a choreic 
idiot. 

6. Woman alarmed and excited by her horse running away, which re- 
sulted in the death of the animal, although she escaped physical injury. 
Child born at maturity, was partially paralyzed, and became a complete 
idiot. 

These cases were selected from 443 of idiocy and imbecility consecu- 
tively examined, and the views of the author were deductions from more 
than 1500 cases. 

Although the cases given are in many points striking, the general 
opinion brought out by the discussion was that the question was ‘ non 
proven.” In order to make the connection between cause and effect un- 
questionable in such cases, several points should be noticed. 

1, Was there any hereditary predisposition that might be credited to 
the effect of intemperance, insanity, imbecility, paralysis, or epilepsy ? 

2. At what period of utero-gestation was the depressing or alarming 
cause brought to bear upon the mother ? 

3. What proportion of mothers bear idiots, and what do not, under the 
circumstances that appear to have produced the mental defects in the off- 
spring of the six cases cited ? 

Some years ago, an inquiry was instituted in the Rotunda Maternity of 
Dublin, and 2000 women were inquired of as to their emotional disturb- 
ances during gestation. In a number of instances fears existed as to the 
coming foetus, on the part of the mother, but no baby was marked in cor- 
respondence with any previous excitement, longing, or emotion. It 
would be of interest now to institute a more extensive inquiry in a num- 
ber of hospitals, covering thousands of cases, to ascertain the possible con- 
nection between fright, grief, and ill health produced by emotional causes, 
and idiocy in the offspring. 

Case of Extra-Uterine Gestation.—Delivery of a living child per va- 
ginam, removal of placenta, recovery, is reported by Dr. J. H. MATHIESON, 
of St. Mary’s, Onturio. 
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As this operation was performed in Canada, and has been repeatedly 
noticed in journals, we shall describe it in few words, being more inte- 
rested in its scientific connections than in the operation itself. 

The patient was a five-para of thirty, and had gone to her full term at 
the time elytrotomy was performed, having been under observation for 
more than sixteen weeks. Several attacks of pseudo-labor had taken 
place during the last month, until, on June 28, 1881, her symptoms be- 
came so alarming that delivery by the knife was determined to be entered 
upon at once, which was done without anesthesia, the patient opposing 
its use. After the cyst was opened through the vaginal wall, the fcetus 
was delivered by the forceps, lived, was a male of 8 lbs. 74 0z., and 
perfectly formed. The funis was short, and placenta in three lobes; it 
was located on the posterior left side of the cavity, and its lower border 
was about two inches from the margin of the incision. After the patient 
rallied, the placenta, which was easily detached, was carefully separated 
little by little, a sponge containing solution of perchloride of iron being 
applied to the uterine wall as each portion was peeled off. The loss of 
blood was trifling, and in half an hour the patient was bandaged as 
after a normal labor. Although much exhausted and her condition 
alarming, the patient reacted and made a good recovery ; but two years 
passed by before she had fully recovered her health; the child was living 
in August, 1883. 

This case had its counterpart in one reported by Dr. John King, of 
Edisto Island, upon which he operated by the same method in 1816, 
saving mother and child; delivering by the forceps and removing the 
placenta without hemorrhage. Other cases of puerperal elytrotomy have 
been less fortunate, the child having been lost, and the mother perishing 
from peritonitis. 

Dr. Mathieson operated during the life of the foetus, because the woman 
was tn extremis, and removed the placenta at once, fearing septicemia 
more than hemorrhage. The patient had a mild peritonitis, and might 
have perished had there been a decomposing placenta in the cyst. His 
injecting Condy’s fluid into the cyst was done with safety, because it was 
perfectly closed from the peritoneal cavity; but in a case in this city, 
where the sac was open above, a weak antiseptic injection caused the 
death of the patient. The reviewer believes, with Dr. Bantock, that this 
was probably a case of what is known as the Interligamentary or Extra- 
peritoneal variety of pregnancy, in which the foetus is inclosed between 
the lamine of the broad ligament, the ovum originally in the Fallopian 
tube having passed through its lower wall and become developed beneath 
it, the original Fallopian cyst being still a part of the foetal inclosure. 
The tumor was so situated that ‘‘ its long axis nearly occupied the position 
of a line drawn from the centre of Poupart’s ligament on the right side 
to the tenth rib on the left.” We believe that primary puerperal elytro- 
tomy is as a rule much less fatal than primary laparotomy in cases of 
abdominal pregnancy, but we deprecate the plan of peeling off the 
placenta or injecting the cyst. In one case examined by the reviewer, a 
knuckle of intestine occupied a hole in the cyst wall and projected into 
the sac, like a small hernia. At all other points the cyst was perfect. 

Post-partum Avulsion of the Uterus, with a case followed by recovery, 
is reported by J. Hopkins Watters, M.R.C.S. The patient was a 
married woman of 22, delivered of her third child by a midwife on April 
18, 1882, and was first seen by Mr. Walters twenty-one hours after the 
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injury. Her labor was natural and lasted twenty-two hours; she was a 
small delicate woman ; the placenta was retained, and the midwife, in 
attempting to remove it, tore away the uterus, with the lateral ligaments 
of one side, leaving about four inches of omentum hanging from the 
vagina. The specimens were preserved by Mr. Cochran, who was called 
in, and are represented by an accurate wood-cut in the Transactions. 
The mass consists of the uterus; part of the peritoneal covering of the 
bladder, five and a half inches long ; a semicircular flap of the posterior 
vaginal wall, an inch and a half in length; half an inch of the ligament 
of the left ovary ; one inch of the left Fallopian tube ; four inches of the 
left round ligament; the entire right broad ligament; with four inches 
and a half of the round ligament; the ovary with its ligament, and the 
entire Fallopian tube. The mass, as now preserved in the Museum of the 
Royal College of Surgeons, measures 64 inches in length, 44 in breadth, 
and 24 in thickness ; the uterus was not inverted. 

When Mr. Walters saw the woman she had reacted in a measure, but 
still had a pulse of 120, with an apparently normal temperature ; fourteen 
inches of omentum protruded from the vulva, which was followed up by 
the hand into the rent through which it came. This had been twice 
returned by Mr. Cochran, but failed to remain. Mr. Walters therefore 
ligated it in five portions at the level of the vulva, and cut away the pro- 
truding section, leaving the balance within the vagina. 

Notwithstanding the nature and severity of her injury and the fact that 
upon the fifth day her pulse rose to 170, and her condition appeared hope- 
less, the patient recovered, being able to sit up at the end of the third 
week, and to ride five miles to a hospital in four weeks, where she was 
directly under the care of Mr. Walters for seven weeks longer. The 
omentum in the vagina gradually disappeared, until by the end of June 
it no longer could be distinguished. The vagina was left attached to the 
surrounding tissues at its upper part, and was four inches long. 

The midwife stated that she waited ten minutes after the birth of the 
child for the placenta to come away, then pulled the cord, which broke 
short off, 


‘¢then introduced her hand within the vagina, pressing above the pubes with 
the other, and feeling a hard substance, which, having no cord to guide her, she 
imagined to be the placenta, took hold of it and tried to get it away. The 
patient was very refractory, and begged to be allowed to rest, so the midwife 
withdrew her hand for a time. She then made a second attempt, the patient 
being on her left side, with her knees drawn up and her feet planted against the 
bottom of the bedstead. Having introduced her hand, the midwife made supra- 
pubic pressure and took hold of the lump, when the patient made a sudden 
spring, and the midwife’s hand and the lump came away together.”’ 


A singular feature in the record of this case is the fact that the uterus 
was not inverted, and that the placenta was expelled and came away when 
the torn parts were removed. Everything removed was placed in a 
vessel (the midwife not being aware of the mischief she had done), and 
not again touched until examined by Mr. Cochran, who was summoned 
by the patient’s mother, her fears being aroused by the condition of her 
daughter, and by finding the protruding omentum, when she looked to see 
whether she was flooding. 

In examining the records of cases of uterine avulsion, Mr. Walters 
could find but two other instances out of thirty-six in which the uterus 
was undoubtedly not inverted, one of which recovered. Of the thirty- 
three cases believed to have been inverted, thirteen recovered. In a 
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very few cases was the removal completed without the use of scissors or 
knife. 

It does not appear probable that the midwife could have removed all 
the parts noted, by simply grasping the cervix, even if she had forced 
her fingers through the vaginal wall. From the fact that the vagina was 
torn from the anterior part of the cervix close up, as it is in many cases of 
laceration produced during labor, it would appear probable that there had 
been such a rupture, and that the hand of the midwife had been 
through it under a belief that it was entering the uterus. This was the 
opinion expressed by Dr. J. Braxton Hicks in the discussion, and would 
appear to be a proper explanation of the difficulty. 

The question of the amount of force used in tearing away a uterus is one 
very ditficult to determine. Where the uterus is inverted, and all the 
parts in a normal degree of soundness, one would suppose it would require 
the exercise of great force to tear out the organ from its attachments. 
But, should the parts be softened by disease, and the cervico-vaginal con- 
nection be lacerated, as has sometimes happened, a moderate degree of 
force, aided by the patient bearing down, might suffice to bring the uterus 
through the vulva ; and there are cases upon record where this has hap- 
pened in the hands of physicians, as witness the celebrated case of Mr. 
Popplewell, 1868, where the uterus was not inverted, and was drawn out 
by traction on the cord, the placenta being within it.. Dr. Barnes believed, 
in this case, that the parts had been lacerated in the delivery of the fetal 
head by the forceps, and that traction on the cord merely completed the 
separation. Dr. Hicks had held the same view. Mr. Popplewell assured 
the witnesses in his defence in his trial for manslaughter that “the whole 
uterus came away quite easily.” 

Fifty pages of the volume under review are occupied by a paper from 
Dr. GratLy Hewitt, On the Severe so-called Uncontrollable Vomiting 
of Pregnancy, which we cannot do justice to in an abstract form, partic- 
ularly as the discussion upon it occupies eighteen pages more; we there- 
fore would refer the reader to the original article, which presents new 
views upon the etiology of the diseased condition. R. P. H. 


Art. XXVI.—A Handbook of Ophthalmic Science and Practice. By 
Henry E. Juver, F.R.C.S., Junior Ophthalmic Surgeon to St. Mary’s 
Hospital; Senior Assistant-Surgeon and Pathologist to the Royal 
Westminster Ophthalmic Hospital ; Formerly Clinical Assistant at the 
Royal London Ophthalmic Hospital, Moorfields. 8vo. pp. 467. Phila- 
delphia: Henry C. Lea’s Sons, 1884. 


Turis work is something more than its modest title indicates, and will 
take rank as a valuable text-book. Ophthalmological publications have- 
of late years followed each other in such rapid succession that we can 
scarcely look for anything new in a work of this kind, but Mr. Juler’s book 
is fully up to the times, and he has not only presented the latest conclu- 
sions of Continental authors, but has drawn from his own experience and. 
that of his colleagues. 
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There are good concise descriptions of the anatomy of the different 
parts, which, as well as those of various pathological conditions, are freely 
illustrated by excellent woodeuts. All of the colored plates, however, are 
not so good. Those representing diseases of the cornea, iris, and lens are 
glaring and unartistic, and some of them would scarcely be recognizable if 
separated from their labels. 

As is usual in Engiish text-books, the treatment recommended corre- 
sponds very closely with that followed in our own hospitals, but there are 
some points of difference. Instillation of atropia and insufflation of calo- 
mel, which are used almost as a matter of routine in phlyctenular conjunc- 
tivitis and keratitis, are not mentioned by the author. There may be 
some difference of opinion as to reliance only on mercury, to the exclusion 
of iodide of potash, in chronic interstitial keratitis ; but those who have 
noted the rapidity with which large gummata of the iris will sometimes 
melt away under the use of heroic doses of the iodide will be astonished 
to find no reference made to it in the treatment of specific iritis. We 
believe that most American authorities are much less confident than the 
author of the propriety of iridectomy in serous iritis and chronic iritis with 
synechia, and that many of them would look upon the insertion of a seton 
in the neck or temple for the cure of ulcer of the cornea almost as a 
relic of barbarism. The extraction of monocular cataract, when the 
other eye is unaffected, is generally considered a doubtful and somewhat 
dangerous procedure, and perhaps few surgeons hasten to perform it in 
dread that “ delay in extraction might cause the eye to become amblyopic 
from disuse,” as the passive suppression of vision by an opaque lens is not 
thought to have that effect. We were disappointed not to get the views 
of the author and his colleagues on the subject of preliminary iridectomy. 

The chapter on refraction and accommodation and the use of the oph- 
thalmoscope has been carefully prepared jointly by Mr. Juler and Mr. 
Adams Frost, and will be found a valuable assistance to the student. It 
is preceded by a brief exposition of the optical principles having special 
relation to the physiology of vision. 

The chapter on color-vision and its defects, prepared by Mr. Frost, 
gives the best concise practical summary of the subject that we know of. 

The American publishers have produced a most creditable volume. It 
is beautifully printed on good paper, and is unusually free from typograph- 
ical errors. G. C. H. 


Art. XXVII.—A Treatise on Amputations of the Extremities and their 
Complications. By B. A. Watson, A.M., M.D., Surgeon to the Jersey 
City Charity Hospital, to St. Francis’s and to Christ’s Hospital at Jersey 
City, N. J., Fellow of the American Surgical Association, ete. Illus- 
trated by upwards of two hundred and fifty engravings, and two full- 
page plates. 8vo. pp. 750. Philadelphia: P. Blakiston, Son & Co., 
1885. 


Ir would seem that within the compass of the 750 pages of this volume 
space would be found to write upon every subject of interest connected 
with amputations; and in the main this expectation is realized. How 
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well each portion has been treated we shall endeavor to indicate. At the 
outset we must express our regret that the proof has been so carelessly 
revised, for the errors are glaring and numerous. We must also pro- 
test against the addition of strange titles to the names of gentlemen so 
well known as Mr. Hilton, Mr. Holmes, Mr. Gray, ete. We were much 
surprised to meet with the name of a Doctor Hilton, a Doctor Le Gros 
Clark ; but when we came to the Anatomy of Doctor Henry Gray, F.R.S., 
we were fairly puzzled at first to know who the author referred to was, 
while, when Mr. Pirogoff and Doctor Timothy Holmes were mentioned, 
we were lost in astonishment at the new titles appended to familiar names. 

We are distinctly in favor of giving every author his due, and, when 
necessary, quoting him verbatim, but we think that more references by 
foot-notes would have been better than the many dozens of pages of literal 
quotations indulged in by Dr. Watson. The first sixty-one pages are 
devoted to a dissertation upon the history of amputations, the various 
methods of operating, the management of the stump, ete. The author 
unreservedly recommends Davy’s lever as a means of controlling the 
circulation in amputations at the hip-joint. This, we believe, is unwise 
advice, since in more than one instance fatal damage has been done. 

The second chapter deals with conditions affecting the results of ampu- 
‘tations, wherein the author states that he has arrived, among others, at 
the following conclusions, founded not only upon study, but clinical ex- 
perience :— 

‘¢ That there is no more favorable period for the performance of surgical ope- 
rations than that between the ages of five and fifteen years. 

‘*That the average annual rates of mortaJity for various ages and different 
periods may be received as a relative guide in cases of severe injuries and surgical 
operations as far as age and sex have a bearing on the question of life and death.’’ 


- The remainder of this chapter does not contain anything new of special 
interest, being chiefly composed of pages of quotations from Paget, West, 
Erichsen, Gull, Mahomed, etc. Strong emphasis is laid upon the im- 
portance of a thorough examination of the urine before operating. The 
necessity of such a rule has been lately forcibly impressed upon our minds 
by a case where this was omitted, in the practice of another surgeon, and 
where death resulted in a few days from unsuspected glycosuria. 

In chapter third good and conscientious advice is given with regard to 
the position of the surgeon in advising or opposing amputation. 

On page 110, Dr. Watson shows that injustice has been done to Faure 
by the statement that he advocated delay in amputating, although from 
the first such an operation was absolutely necessary. His real position is 
indicated by the statement that he considered that the additional shock of 
an important operation should not be at once superadded to that of a severe 
injury, and by the perusal of the following exceptions to the rule of delay. 


‘*1, When the limb has been torn from the body; 2. When a comminuted 
fracture involves a large articulation, whether caused by gunshot wound or other- 
wise; 8. When an extremity is almost destroyed, the bone mye | extensively 
comminuted with considerable loss of the soft parts; 4. When the bones are 
extensively comminuted and the adjacent tissues are injured and contused, with 
destruction of the tendinous and aponeurotic structures; 5. If a fracture involves 
an articulation even in the slightest degree, with a considerable destruction of the 
ee of the joint; 6. pam from an arterial trunk of an extremity. 
which endangers the safety of the patient, and cannot be controlled except by 
amputation.” 
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By a full-page quotation from Hennen the author appa’ awards to 
the English military surgeons the priority of the practice of immediate 
amputation as the rule in military surgery. We have always been, and 
still are, under the impression that the establishment of this practice on a 
firm basis was due to the elder Larrey, for, although it may have been true 
that primary operations were frequently performed by British army and 
naval surgeons, yet the chief authors of that time were opposed to the 
practice. We cannot but think that the peculiarly partisan feelings of 
the time have tinctured the writings of British surgeons, so that, while 
primary amputation may have been a fairly general practice, yet it was 
not authoritatively taught by the leading surgical writers, nor was it re- 
inforced by those best of arguments—extended facts and experience. 

The division of amputations into “ immediate, primary, intermediate, 
and secondary,”’ or “ primary, intermediate, and secondary,” is condemned 
by the author, as he contends that “ the words themselves, as commonly 
employed, fail to convey to the ordinary professional mind the faintest 
idea of the pathological conditions, but do commonly suggest certain 
periods of time.” ‘True, but does the author’s nomenclature do more, 
which has to be defined, as far as the “ primary” class goes, by two pages 
of quotation from Hamilton, etc., and five or six pages of comment 
thereon? The point the author makes seems to be that a “ primary” 
amputation is one done before there are any symptoms of “septic” infection, 
whether this be ten minutes or ten days. We think that in practice all 
successful surgeons recognize the fact that ‘‘ primary” does not refer to 
any special time, but as to whether fever and local inflammatory, 7. e., 
septic changes according to Dr. Watson, have set in, and that in individual 
patients and under different circumstances the time of onset of the symptoms 
varies exceedingly. The author appears—we use the word advisedly—to 
call those amputations commonly termed “intermediate,” ¢. e., during the 
existence of decided inflammatory—septic—symptoms, ‘‘ secondary.” We 
think this change of terms unfortunate, to say the least. There certainly 
is a point when what of fever remains after an injury followed by free 
suppuration, is that commonly called “ hectic,” which, although it may 
be in modern scientific language “‘ septic,” is not commonly so received, 
nor should it be so treated. We fear that “the ordinary medical mind,” 
as Dr. Watson calls it, may be misled by his new classification into tem- 
porizing instead of boldly removing the source of the trouble. 

From the pages upon pages of conflicting quotations cited by the author, 
we are confessedly so confused as to be uncertain whether he thinks an 
amputation in the continuity or the contiguity of the bones is to be pre- 
ferred: we think he prefers the former. Our personal experience must 
certainly be peculiar, as one of the objections against amputating through 
a joint has never troubled us, viz., the large number of vessels to ligate, 
which, the author says, render the operation peculiarly dangerous from 
secondary hemorrhage. There are, in certain disarticulations for disease, 
many vessels to tie, but when done for accident they are of small size, 
and when requiring ligation are not those which usually give rise to 
secondary hemorrhage ; this is a theoretical, not a practical objection. 

The author is at much pains to show us that the musculo-cutaneous 
flap operation is more dangerous than the plain cutaneous flap, giving 
many authorities to prove that both the arterial and venous supply of the 
skin of the extremities is “ essentially independent of the muscular,” so 
that, greater safety lying upon the side of cutaneous flaps, we need not be 
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deterred from performing such operations by the risk of sloughing. We 
doubt this latter, but, after so much space devoted to the consideration of 
the source of the blood supply, we are surprised that the inexperienced 
operator is not warned against the common blunder of “scoring” the sub- 
cutaneous tissue in which the cutaneous bloodvessels ramify. This is a 
most pardonable mistake for those unwarned, since every student is taught 
to cut against skin or fascia in order to make a good dissection of his 
muscles. This is not a trivial point, and a far more important direction 
to give to young operators than appears at first sight. 
Dr. Watson’s conclusions are as follows :— 


‘¢1, The circular amputation (cutaneous flap) is less liable to be followed by septic 
infection, inflammation, gangrene, and sloughing, and therefore ought to be pre- 
ferred in all cases where the surgeon is entirely free to choose, if there exists any 
special danger of these complications which cannot be successfully counteracted 
by other means. 2. The flap amputation (musculo-cutaneous) supplies those 
conditions most favorable to immediate union, especially in the thigh and arm, 
and therefore it ought to be preferred unless this advantage be counterbalanced 
by the danger arising from complications peculiar to this method of operation. 
8. The success of an amputation does not depend so much on the method of 
operative procedure as on the care exercised in the performance of the operation 
and the after-treatment.’”” . . . . ‘It occasionally happens’’ 
‘‘ that a surgeon finds himself unable to follow any particular method,”’ etc. 


Very excellent advice most of this is, but surely not demonstrative of 
the author’s belief that the musculo-cutaneous flap is a dangerous method 
of amputating, since he advises it in the most dangerous amputations, ¢. e., 
those of the arm and thigh! The directions as to the administration of 
anesthetics are very commendable. 

On page 163 is a cut called “ Pancoast’s Aortic Compressor.” This is 
a mistake. The cut represents Lister’s instrument, which is nothing but 
a large Hoey’s clamp, while Pancoast’s instrument—and we speak ad- 
visedly, having used the original instrument in one of our own hip-joint 
amputations—consists in the addition of another pad to a large Skey’s 
tourniquet. Many good devices are suggested, both in the text and by 
the cuts, for the arrest of hemorrhage during amputation, but one of digi- 
tal compression of the femoral artery indicates a point for pressure some 
inches below the pectineal eminence, requiring powerful pressure to con- 
trol bleeding, while if the vessel be pressed against the pelvic brim hardly 
any effort is requisite. 

We are entirely at a loss to understand why Emmet’s “ twisting for- 
ceps and shield are required in the practice of antiseptic surgery when- 
ever metallic wire is employed ;” indeed we not only deny their necessity, 
but can see no possible use for them. In like manner we cannot see why 
an antiseptic amputation “ generally precludes the use of retractors” any 
more than the use of a knife or sponge. If the operator be not satisfied 
with the disinfection effected by soaking the retractor in his antiseptic 
solutions, he can make use of one or more layers of his antiseptic gauze. 
Neither can we see the slightest objection—when necessary—to the sur- 
geon’s lending a hand in restraining for a moment or two the struggles of 
the patient on the plea that it may *‘ render his hand unsteady, and thus 
incapacitate him in a degree for handling properly the required instru- 
ments.” Steady hands are good to have, but are certainly not essentials 
to the performance of such a coarse operation as an amputation, and we 
have certainly seen some admirable operations performed by surgeons 
whose hands were habitually tinsteady. We would suggest a small piece 
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of wax attached to a wire and rendered plastic by heat, to control bleed. 
ing from the bone rather than a compress. The method of using the 
drainage-tube, figured on page 183, is open to criticism, and it contra- 
venes the specific directions of Lister. In the cut it traverses the stump 
from side to side like a seton and acts not unlike one. The objections 
to this method are so manifest that many operators discarded it years ago. 
Tubes—as many as seem requisite—should be introduced down to the 
cavity around the bone and then cut flush with the surface. At the 
first dressing they can be readily removed, their perviousness determined, 
and then they can be shortened and replaced, none of which things can be 
done by the “‘seton plan,” besides the risk of pulling ligatures off, breaking 
up adhesions, and giving severe pain during the removal of the single long 
tube. Weare surprised at an enthusiastic Listerian, like Dr. Watson, over- 
looking such an important point, and we are sure that he does not dress 
his own amputations in this way. Of the various amputations of the hand 
we have nothing to say except that the descriptions are similar to those 
usually given, and that one or two useful forms are not mentioned. 

Disarticulation at the wrist is considered a better operation than that 
through the lower part of the forearm, but the extraordinary statement is 
made, in this connection, that ‘the radial, ulnar, and interosseous arteries 
may require to be tied.” They certainly must be sought for and tied if 
divided, whether they bleed or not. Of course the author means that the 
only vessels which may be cut are the branches of the palmar arch and 
the dorsalis indicis, princeps pollicis, etc., but the language is dangerously 
inaccurate in view of the construction which may be put upon it by certain 
literal-minded readers. 

In amputations above the shoulder-joint, Dr. Watson seems only to 
have consulted the older editions of certain books, not bringing the 
operation later down than 1872. Although quoting in other places a 
book published in 1881, viz., Vol. I. of The Encyclopedia of Surgery, he 
fails to see that the list there embraced eighteen cases instead of fourteen, 
and had he consulted the current literature since that article was written, 
he would, we opine, have added to the list. It is a noticeable fact, 
throughout this book, that most of the authors referred to have gotten out 
later editions of their works than those quoted by Dr. Watson. 

The lines given in the cuts for the flaps in Lisfranc’s and Chopart’s 
operation when performed for injury, do not appear to us to be the most 
approved, and we believe that when such an amount of dorsal tissues re- 
mains, the metatarsus should be sawn through in front of the articulations. 
The curious part is that Dr. Watson gives two sets of illustrations which 
differ most widely in the position of the incisions. We cannot agree with 
him that the drawing up of the heel in Chopart’s operations is ‘always 
amenable to treatment ;” the italics are the author’s. Instead of giving 
Syme’s own description of his amputation at the ankle, he quotes that of 
another author, which materially modifies and renders it more difficult of 
performance ; but space forbids further comment. 

We leave much unsaid about the omission of certain methods of am- 
putating to call attention to several facts concerning amputation at the 
hip-joint, which, from some of the advice given, the author seems not to 
have performed himself. The abdominal tourniquet is directed to be 
applied to the left of the umbilicus. Mr. Lister has shown, by the ex- 
amination of thirty bodies, that in fifteen, the aorta was absolutely me- 
dian, in thirteen it deviated more or less to the left, and in two slightly 
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to the right. We have ourselves seen the tourniquet fail to control the 
circulation when applied in any but the median line. Dr. Watson also 
describes as preferable a combination of Guthrie’s and Béclard’s method, 
wherein the bone is disarticulated last, an operation possessing nearly all 
the disadvantages of both methods. We do not pretend to say that Lis- 
ton’s method is the best of all the coxo-femoral disarticulations, but if a 
transfixion flap operation is to be done it is far the best; we speak from 
experience, having tried both methods on the living subject. The mixed 
method is clumsy, slow, and in consequence, should the circulation be not 
well controlled, much hemorrhage may ensue, while the bulky, rather 
uncertain-shaped flaps remain, which latter objection is done away with 
by Guthrie’s plan. A most serious omission has much surprised us, viz., 
the entire absence of any proper information as to the mortality incident 
to the various amputations. Absolutely no statistics drawn from civil 
practice are given, although a few from military practice are incidentally 
mentioned—a fatal oversight in a work of this kind. 

Chapter VI., of forty odd pages, contains a large amount of interesting 
information concerning spontaneous generation, various wound dressings, 
etc., and yet, by omitting the results of some of the later researches, it 
lacks completeness. The succeeding chapter is devoted to Lister’s anti- 
septic treatment of wounds, Guérin’s cotton dressing, O’Halloran’s open 
method, and the various modifications of the antiseptic method. 

The perusal of this and all other sections of the book impresses us with 
the idea that the work has been written by sections during a number of 
years, and that they have not been recently revised. Thus, carbolized 
catgut ligatures are declared to be the only ones proper for antiseptic use. 
Lister’s chromicized gut, the corrosive sublimate gut preserved in juniper 
oil, ete., are all ignored. No mention of boracic acid, iodoform, or cor- 
rosive sublimate gauze is made. Only vague directions are given for 
the manner of placing drainage tubes, and catgut drains are mentioned 
without stating that they can only be used alone where the most perfect 
coaptation is possible, and in consequence but little serous or other dis- 
charge is to be expected. Guérin’s cotton dressing is minutely described, 
but the time for its removal is not given—an essential point. By one of 
the methods suggested it would have to be changed a number of times; 
by the original method not so. The author’s estimate of the open method 
and of Listerism is most judicious. His description of Callender’s method 
is incorrect. Callender, when possible, swung the limb not only after, as 
Dr. Watson says, but before the operation. The wound was washed out 
with a 30 to 40 grain solution of zinc chloride, bandaged to the splint, and 
so dressed that only that portion of the dressings over the immediate line 
of the wound needed to be removed when soiled. A silver drainage tube of 
peculiar construction was used, and the wound was cleansed by a camel’s- 
hair brush, kept during the intervals in a test-tube containing a strong 
spirituous solution of carbolic acid. Although water dressings are men- 
tioned, antiseptic irrigation is not. 

The advice contained in the following sentence strikes us as most mis- 
chievous: ‘ Reaction having been established at the expiration of the first 
twenty-four hours, the patient should then receive a cathartic, unless 
contraindicated by previous treatment, or the existing state of the 
bowels.” Surely in a pathological amputation the bowels should have 
been attended to before operation, and equally surely, after a severe in- 
jury demanding the removal of a limb, all unnecessary disturbance should 
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be avoided for a longer period than the first twenty-four hours. Conical 
stumps, changes in stumps, and the selection and application of artificial 
limbs form the contents of chapter eight. The portion treating of artificial 
limbs, which is well and profusely illustrated, the author informs us, “is 
essentially a translation from the Arsenal de la Chirurgie Contempo- 
raine, by Gaujot et Spillmann, tome ii., Paris, 1872.” Why is the title part 
English, part French? This subject has devoted to it 131 pages, and 
forms one of the most interesting and valuable portions of the book. 

Chapter IX. deals with shock, accidental hemorrhage, traumatic deli- 
rium, “‘an experimental inquiry into the etiology and distinctive pecu- 
liarities of traumatic fever,” and secondary hemorrhage. As usual, the 
quotations are extensive, but the latest writer and authority on the subject 
of shock is not mentioned. The author believes, with Earley and Hunter 
McGuire, that large doses of quinine act as a prophylactic against shock. 
This may be true, but we are surprised to learn that “ the administration 
of a cathartic,” so “as to secure its complet® action about twenty-four 
hours before the performance of a surgical operation, exerts unquestion- 
ably a very favorable prophylactic influence; and the same may also be 
said in regard to withholding all solid food from the patient for several 
hours prior to the operative procedure.” The advice is excellent, but we 
cannot see how these measures are prophylactic. 

Dr. Watson indorses Mr. Gant’s advice—to use electricity and arti- 
ficial respiration in shock with failing heart’s action. Now the latest 
teaching and experience go to show that the employment of electric- 
ity is not only useless in most cases, but often positively injurious. We 
are more than dubious whether a discharge from an amputation wound 
is ever “mucous,” as asserted on page 517. Space fails to go into details 
of the author’s teachings and extensive experiments with reference to 
traumatic fever, except that Dr. Watson has been “led by his own 
investigation to believe that the cause of this (aseptic) fever should be 
sought for in the action of the carbolic acid in the wound secretion aided 
by the air; while the absorption of the new product is unquestionably the 
first step in the development of the morbid condition.” If this be the 
correct explanation, what causes the aseptic fever of those dressed with 
iodoform or corrosive sublimate? The author again wishes to change the 
meanings of accepted terms, and prefers “ accidental” to “ secondary” for 
those hemorrhages which occur some time after accident or operation. 
Our verdict is, “‘ not proven.” 

Chapter X. is devoted to pyemia and septicemia, wherein we are sur- 
prised to find no mention of either the action of the ptomaines or micro- 
organisms, although both are mentioned forty or fifty pages later, when 
speaking of other wound-complications. We are‘also disposed to question 
the statement that there is ‘‘a steady increase in the number of pus or 
white-blood corpuscles in the blood of pyzmic patients.” ‘There is, as we 
have shown years ago by actual observation, an increase of white cells in 
all inflammations accompanied by high temperature—which is certainly a 
marked feature of pyeemia; but we deny, not only here, but elsewhere, the 
correctness of the author’s pathology, which seems to us a reversion to the 
teachings of twenty years back. Ichorous pus in the venous circulation is 
declared to be the cause of pyemia, producing “‘ wedge-shaped clots.” A 
clot in a vessel can certainly never be wedge-shaped, the phenomenon the 
author refers to being caused by “collateral hyperemia.” A positive post- 
mortem diagnostic point between pure septicemia and pyemia is said to be 
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the non-coagulability of the blood in the former, and hyperinosis in the 
latter. Is this a reliable point? We think not. Quotations upon quota- 
tions, with separate comments upon each, only serve to contuse, especially 
since the author occasionally, either partially or completely, contradicts on 
one page what he has affirmed upon a preceding one, until we feel reluc- 
tantly forced to declare this to be the most unsatisfactory chapter in the 
book. What are we to think of the author’s pathological views when the fol- 
lowing sentence is to be found in bis description of the symptoms of pyemia? 
‘There is a steady diminution in the number of red corpuscles, a steady 
increase in number of the pus—or possibly, white corpuscles ;”’ the italics 
are our own. ‘The prophylaxis of septic diseases is clearly and succinctly 
iven. 

7 Much space is devoted in Chapter XI. to the consideration of ery- 
sipelas, hospital gangrene, gangrene, and osteo-myelitis. Erysipelas is 
most thoroughly considered, so that the only criticism we have to offer is 
that the author treats of its every possible or conceivable variety, instead 
of restricting himself to erysipelas as a complication of amputation. 

In the section upon gangrene, which is a most excellent one and replete 
with judicious advice, Dr. Watson affirms “that the deleterious agent 
arising from the decomposition of animal matter is a contagium vivum, 
and not a chemical poison.” While not denying the truth of the author’s 
proposition, it is clear that when he wrote this portion of his book he was 
not familiar with the extensive investigations concerning the ptomaines, 
some of which assuredly can produce the constitutional symptoms of 
gangrene. 

The lithographic illustrations of osteo-myelitis are models of artistic 
work, and, with the exception of the pathology, the description of osteo- 
myelitis is an excellent one. 

And now, when we come to sum up and express our opinion of this work, 
we feel much at a loss. Much labor, research, over-much quotation, and 
theory have all been brought to bear, but, instead of a contribution of 
something new, of the results of the author’s own personal experience, we 
have mainly a compilation. C. B. N. 


Art. XXVIII1.— Health Reports. 

1. Sixth Annual Report of the State Board of Health of Illinois, 
with two Appendixes: A. Conspectus of the Medical Colleges of 
America, revised to Dec. 20, 1884; B. Official Register of 
Physicians and Midwives in Illinois, revised to Dee. 1, 1884. 
Springfield, pp. 587. 1884. 

2. Seventh Annual Report of the State Board of Health of the State 
of Connecticut for the Fiscal Year ending Nov. 30, 1884. New 
Haven, pp. 385. 1885. 

8. Tenth Report of the State Board of Health of Minnesota for the 
Period hetween Jan. 1, 1883, and August 1, 1881. St. Paul: 
Pamphlet, pp. 435. 1884. 


1. Tur Jl/inois Report giving the history of another year’s progress in 
the good work of elevating the standard of medical education in the 
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United States opens with a brief résumé of various steps which have 
been taken and the success which has attended the praiseworthy efforts of 
the Board. As is well known to the medical profession, a schedule of 
minimum requirements, to be insisted upon by medical colleges in order 
to obtain recognition for their graduates from the Illinois Board of Health, 
was announced in 1880, and after three years’ publication and notice, 
compliance with this schedule was last year made the test of approval. 
Out of forty-seven colleges whose diplomas have since been presented, 
twenty-six have so far complied as to warrant the acceptance of their 
diplomas. In the remaining twenty-one cases the diploma has been 
accepted as evidence of the applicant’s proficiency in the branches or sub- 
jects claimed to be taught by the given college. ‘ But certificates 
(entitling to practice in Illinois) are issued to such applicants only after 
they have passed a satisfactory examination by the Board in the branches © 
or subjects omitted by their respective schools.” As yet the Board has 
not made a three years’ lecture course obligatory, although strongly 
recommending it, but it does insist upon the preliminary education 
requirement, and on the study of hygiene. As a result of this just 
demand upon the colleges of the country, the number of medical schools 
exacting evidence of preliminary education has risen from fourteen in 
1880 to ninety in 1884, and those giving prominence to the study of 
hygiene and preventive medicine, from seventeen in 1880 to eighty in 
1884. Of the fraudulent institutions which existed only for the sale of 
the patent diploma, it is not known that a single one now remains in 
existence ; the bogus Boston “ Bellevue,” exposed by the Board in 1882, 
and the Milwaukee College of Medicine and Surgery, exposed in 1883, 
were the last of the brood. Although it must be admitted that part of 
the improvement mentioned is apparent only, and though it reads well 
in college prospectus and announcement, it is often ignored in spirit and 
in practice; yet, making whatever allowance the most skeptical may 
demand, there still remains a substantial gain in the methods of medical 
education in this country during the past four years—a gain, moreover, 
in which there is brilliant promise for the future. Indeed so great has 
been the success, that the Commissioner of Education cites the regulation 
of practice of medicine in Illinois as a solution of the difficult problem 
as to how we may protect the public without assailing the right of per- 
sonal medical judgment, and remarks that, under the method of procedure 
adopted, it is obvious that men of inferior attainments will be forced 
to prosecute their studies until they have attained a sufficient amount of 
knowledge to satisfy the requirements of the Board of Health; that 
medical colleges in the State and in surrounding commonwealths will be 
stimulated to increased exertions in order to prepare students for the 
ordeal ; and that quack pretenders and rascals will gradually be forced 
out of the boundaries of Illinois. 

The series of preventable disease publications prepared and distributed 
by the Board have been highly appreciated, and it is believed that an 
immense amount of good has been accomplished by these means of dis- 
seminating among the people such knowledge respecting diseases, and 
such instruction concerning hygiene. So many urgent requests have 
been received for these publications in other languages besides English, 
that the Board has been compelled to issue a German edition, and also a 
translation into Scandinavian of the pamphlet on the Prevention of 


Smallpox. 
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Owing to the want of adequate legislation concerning diseases of 
domestic animals, the Board has been called upon to take action for 
the suppression of outbreaks of contagious glanders among horses in 
various parts of the State. Two fatal cases of the disease in the human 
subject, furnished the Board of Health with sufficient warrant for its 
course, and the General Assembly which was in session at the time they 
occurred, promptly amended the so-called pleuro-pneumonia act—which 
created the office of State Veterinarian—so as to make its provisions 
apply also to glanders. 

A few deaths from trichiniasis, and the fact that some of the European 
governments have interdicted the importation of American pork and its 
products, led to the publication of results of the indefatigable Secretary’s 
investigations during the past eighteen years concerning the prevalence 
and sanitary importance of trichina in Illinois. These conclusions were 
substantially, that American swine were less apt to be affected with 
trichina than those of other countries, and that in every case of trichini- 
asis investigated, the disease arose from eating raw or imperfectly cooked 
meat. 

Besides the interesting record of the proceedings of the Board in detail, 
the main body of the book is made up of the invaluable Conspectus of 
the Medical Colleges of America, revised up to Dec. 20, 1884, and the 
Official Register of Physicians to whom certificates have been issued in 
Illinois, the latter of which is also published in a separate volume. 

2. The Report from Connecticut commences with an apology for defi- 
ciencies and imperfections on account of the sudden death of the late 
secretary and executive officer, Dr. C. W. Chamberlin, in the midst of 
his usefulness, and before he had prepared any part of the annual report 
in a form which could be utilized by his successor. 

From the replies of correspondents throughout the State it appears that 
dysentery has been more prevalent during the past year, in this respect 
following the usual rule of being more frequently met with here in cholera 
seasons abroad. This relation of increased prevalence of diarrheal dis- 
eases to cholera has been wisely urged by the board upon the community 
in order to promote the general enforcement of measures for energetic, 
public, and private sanitation. Malarial diseases during 1884 have de- 
clined in frequency, and a proportionate increase of typhoid fever seems 
to have manifested itself in many towns. ‘ Taken in the aggregate the 
health of Connecticut has been quite as good if not better than the average 
of the past ten years.” After detailed reports in regard to the health of 
towns, presenting many points of local interest and importance, Dr. D. A. 
Cleveland records some instructive cases illustrating the propagation of 
typhoid fever by polluted water. Prof. C. A. Lindsley, M.D., contributes 
a valuable account of the twelfth annual meeting of the American Public 
Health Association, and of the two national conferences of State Boards 
of Health, all of which he attended as a delegate. Reprints of the useful 
circulars put forth by the Board, entitled Suggestions concerning Cholera, 
Instructions for Disinfection, etc., are followed by a number of papers on 
miscellaneous subjects, among which may be mentioned an interesting 
article on Glucose, by Wm. H. Brewer, Ph.D., an elaborate paper by 
Arthur J. Wolff, M.D., on the Park River Nuisance, as affecting the 
sanitary condition of Hartford, which is illustrated by an excellent plate 
showing the various forms of bacteria according to Cohn’s classification, 
borrowed from the Monthly Microscopical Journal, and two pages of re-~ 
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productions of the author’s micro-photographs, which leave much to be 
desired ; a thoughtful essay on Health and Religion, by the Rev. Stewart 
Means; and a brief but useful paper by W. J. Sullivan, M.D.C.V.S., on 
Hog Cholera, in which proper precautions against the spread of this dan- 
gerous animal plague are urgently inculcated. 

A registration report for 1883, contributed by the Bureau of Vital Sta- 
tistics, concludes the volume, which altogether forms a useful addition 
to the valuable series of which it constitutes a part. 

3. From the Minnesota Report we learn that the constant efforts which 
have been made for years to promote popular education in sanitary matters 
have borne good fruit, and that a greater number of active local boards of 
health are now in operation throughout the State than, ever before, this 
increase being largely due to the augmented popular appreciation of their 
necessity. It is much to be regretted that complaint can be made of so 
few of the medical practitioners of Minnesota being competent to act as 
health officers, and the fact that such is the case forms one of the most 
powerful arguments adducible in favor of the efforts of the Illinois State 
Board of Health to enforce a higher standard of medical education, and 
particularly compulsory attendance upon a full course of instruction in 
hygiene. To meet this want as far as possible the Minnesota Board has 
secured a special examination, for such as choose to take it, by the medical 
faculty of the University, which, if successfully passed, entitles the candi- 
date to the degree of ** Licentiate in Sanitary Science.” As a step towards 
the desideratum of thoroughly instructing every student in the great 
medical science of the future, preventive medicine, this excellent example 
might be profitably followed by every medical school in the country. 

In regard to quarantine and the management of infectious diseases it is 
stated that twice in the period embraced in its report has the State Board 
been able to control outbreaks of smallpox beyond the power of the local 
authorities ; and in every other outbreak it has found means to afford to the 
local boards of health such aid as to materially lighten and facilitate their 
work. As to diphtheria it has, with the aid of a few earnest health officers 
and physicians, succeeded after years of effort in making quarantine and 
disinfection trusted methods of control, and, as the reports indicate, with 
decided success. 

A large part of the report is taken up with detailed accounts of the 
official action in outbreaks of smallpox and diphtheria. The number of 
distinct and separate epidemics of variola was seventeen—including 260 
eases, of which 78 died. This large mortality is due to the fact that the 
table comprises thirty-five cases among the Indians, all of which proved 
fatal. The number of outbreaks of diphtheria recorded was thirty, the 
number of cases 274, and number of deaths in this series 75. Other reports 
on local epidemics of typhoid fever, scarlatina, glanders, and so forth, com- 
plete the volume, which is wisely devoted entirely to the work of the 
Board of Health, without being distended with voluminous essays and 
compilations, which frequently occupy much space without adding much 
to the value of similar publications. JG. R. 
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Art. XXIX.—Clinical Demonstrations on Ophthalmic Subjects. By 
J. R. Wore, M.D., F.R.C.S.E., Senior Ophthalmic Surgeon to the 
Glasgow Ophthalmic Institution; Lecturer on Ophthalmic Medicine 
and Surgery in Anderson’s College. Pp. 54. London: J. & A. 
Churchill, 1884. 


Tus pamphlet consists of republications of four papers that have ap- 
peared in Zhe London Practitioner and The British Medical Journal. 
The first is on ‘“‘ Transplantation of Conjunctiva from the Rabbit to the 
Human Subject,” and gives the history of the operation since its intro- 
duction in 1875. Though the statistics are not so full and definite as 
could be wished, they show, at least, that the procedure is worth a trial 
in the desperate cases for which it is recommended. It is stated that.the 
method has been practised successfully by Wecker, Becker, A. Grefe, and 
others, and that Dufour has performed the operation in four cases, with 
complete success in three. Dr. Noyes’s cases number about a dozen, and 
he reports that ‘in no instance has he met with an entire failure, while 
the degree of benefit has been various.” The author himself reports, in 
detail, three cases, in which the success attained may perhaps be con- 
sidered exceptional, and states that he has operated in thirty-five cases, 
and that his ‘‘ experience is that the operation proves highly satisfactory, 
considering the hopeless character uf the cases we had to deal with.” 

The following is the author’s description of the operation as performed 
in his recent cases :— 


‘¢The patient is put under chloroform, and also, at the same time, two rabbits ; 
one being kept in reserve in case of accident. In this connection I may mention 
that I find the gray wild rabbit more suitable than either the white or the black ; 
the conjunctiva in it is tougher and stronger, and stands handling better. I then 
separate the adhesions, so that the eyeball can move in every direction. I then, 
if necessary, enlarge the external palpebral opening of the rabbit so as to enable 
me to evert the lid better for dissection. Ligatures are then introduced into the 
conjunctiva of the rabbit to mark the extent of the membrane to be removed ; 
by means of the ligatures it is put on the stretch and dissected with strabismus 
scissors. The membrane is spread out on the back of my hand and left to dr 
there while I finish the preparation of the part for its reception. ‘The flap is 
cleaned and trimmed, after which it is slightty moistened, and then removed to 
its new site. It is now at once stitched to the free border of the lid, which is at 
the same time strongly everted, spread out carefully, and secured at the cul-de- 
sac. I generally find eight ligatures sufficient to keep the transplanted mem- 
brane in its place. The astane are left on for four or five days before they are 
removed.”’ 


The next paper is on “ Transplantation of Skin-flaps from distant 
parts without Pedicle’—an operation introduced by the author nine or 
ten years ago, and known by his name. He usually takes the flap from 
the forearm, and insists particularly that it should be carefully freed from 
all areolar tissue. He prefers not to use sutures, but dissects up the edges 
of the wound, and inserts the margin of the flaps under them. He then 
covers it with several layers of lint wrung out in hot water and secures 
them with a bandage, which is not disturbed for three days. He is op- 
posed to the use of carbolic acid or any other irritating application. 

This procedure has now been adopted by a number of surgeons with 
a degree of success which, though very variable, is sufficient to give it 
a place among the established operations of ophthalmic surgery. An 
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important point, not referred to by the author, and apparently not suffi- 
ciently brought out by others who have reported upon the subject, is the 
degree of subsequent contraction in successful cases. 

The third article describes “« An Operation for the Cure of Detachment 
of the Retina,” which the author claims offers a fair prospect of success in 
properly selected cases. Von Grefe’s operation of puncturing the retina 
with a needle, and allowing the fluid to escape into the vitreous, Bow- 
man’s modification of this by tearing the retina with two needles, and 
Wecker’s attempt to drain off the effusion by means of a gold-wire seton 
in the sclerotic having been abandoned, the field may be considered an 
open one, and the hopeless character of the cases justifies the trial of any 
method that does not seriously endanger the little sight that may be left. 

The operation recommended is as follows :— 


‘* The patient being put under chloroform and the speculum introduced, the 
assistant fixes the eyeball with forceps. A vertical slit is made with scissors into 
the conjunctiva and subconjunctival tissue, laying bare the sclerotic at a point 
corresponding to the detachment, which is generally below the equator at its 
anterior aspect. 

‘* The lips of the wound are separated by two small strabismus hooks, and the 
assistant steadily maintains the position of the eyeball to prevent the exposed 
portion of the sclerotic from shifting. The sclerotome is introduced in the sac 
formed by the fluid. The ifcision through the sclerotic is made obliquely in such 
a manner that the edges of the scleral wound should overlap each other and 
not remain gaping when the instrument is withdrawn. Gentle pressure is made 
upon the eyeball in the track of the receding lance by means of a fine spatula. 
The lips of the external wound are brought together with a fine silk suture or 
two, and both eyes are strapped with court-plaster. The patient is kept in bed 
in a dark room for three days. The plaster and ligature are removed on the sixth 
day, and the eye is olecily accustomed to light. On the eighth day the result 
of the operation may be tested.’’ 


This operation differs from that previously performed by A. Grefe and 
Hirschberg chiefly in baring the sclerotic before puncturing it, while these 
surgeons made the puncture directly through its coverings. 

The fourth article is the report of a case of ‘‘Tubercle of the Iris and 
Ciliary Body,” which the author justly considers a very rare disease, and 
states that this is the only case on record in Great Britain. He refers 
to seven cases reported by continental authors, and says that “ the last on 
record is that reported by Riitter, June, 1880, from Hirschberg’s Clinique.” 
There are, however, two cases very fully and carefully recorded in the 
Transactions of the American Ophthalmological Society for 1883, by Drs. 
H. S. Schell and O. F. Wadsworth. G. C. H. 


Art. XXX.—A Treatise on the Science and Practice of Midwifery. 
By W. S. PLarrair, M.D., F.R.C.P., Professor of Obstetric Medicine 
in King’s College, ete. Fourth American from the fifth English edi- 
tion. With notes and additions by Rosert P. Harris, M.D. vo. 
pp- 663. Philadelphia: Lea Brothers & Co. 


A work that has passed through five English, and four American 
editions in nine years has by this reception had its value well established ; 
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commendation cannot advance, criticism cannot retard its progress in 
professional favor. The last American edition of Playfair was dedicated 
to Dr. Thomas, but the honor of dedication of this issue is given Dr. 
Emmet. 

In examining the new volume we find that some of the old illustrations 
have disappeared, and several new ones been introduced. The most im- 
portant of the latter are four chromo-lithographs from Dr. Dalton’s well- 
known paper inthe 7’ransactions of the American Gynecological Society, 
and an excellent wood-cut of the female external sexual organs from 
Sappey: we have often wondered why English and American writers 
upon obstetrics have not hitherto sought illustrations from the latter 
source, a source which has furnished so many excellent ones to French 
obstetric authors. Some new temperature charts have also been added 
to the volume, as well as a wood-cut illustrating Bandl’s theory of rup- 
ture of the uterus. 

In the anatomical portion of the work we are still taught that the thy- 
roid foramen is more triangular in the female, though this assertion so 
commonly made by writers upon anatomy and upon obstetrics, was dis- 
proved between thirty and forty years ago by the late Dr. John Neill, 
of Philadelphia, and more recently by Verneau. So too the labia majora 
still have mucous membrane upon their internal surface, and the nymphe 
are folds of mucous membrane, though one finds the statements are 
erroneous if he will turn to Hart and Barbour’s Manual of Gynecology. 
But these are minor matters. 

We observe on page 88 rather a singular change of a statement made 
by Dr. Harris in one of his editorial notes found on page 80 of the third 
American edition. In the latter Dr. Harris refers to three cases in which 
ladies living in the South, one in Louisiana, two in Florida, had profuse 
menstruation when living in the south, while this disorder was remedied 
by residence in Philadelphia. Dr. Playfair, after referring to English 
women in India suffering from profuse menstruation, says: ‘ The same 
observation has been made with regard to American women residing in 
the Gulf States, who improve materially by removing to the Lake 
States.” Pennsylvania is not usually classed among the Lake States. 

In the chapter on Conception and Generation the term spermatozoa is 
retained, though physiologists are so generally and correctly replacing it 
by spermatozoids. So too it is taught that several of these so-called sper- 
matozoa are necessary for impregnation, they disintegrate, and mingle 
with the yelk, a sort of spermatic infusion formed which imparts vitality 
to the ovule. But as far as the process of conception is known from 
actual study of it in some inferior existences, only the head of one sperm- 
atozoid is concerned in fructifying the ovule ; from that head is developed 
the male pronucleus which combines with the female pronucleus, and 
thence the beginning of the new life. 

Abdominal palpation has as in the previous edition, a single illlustra- 
tion, and the text, about one page, is unaltered. 

In considering the blood changes in pregnancy, Dr. Playfair states that 
the accurate observations of Willcocks have shown that the blood of preg- 
nancy differs from that of chlorosis in this, that while in both the amount 
of hemoglobin is lessened, in pregnancy the individual blood-cells are not 
impoverished as they are in chlorosis, but simply lessened in comparative 
number, owing to an increase in the water of the plasma, due to the pro- 
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gressive enlargement of the vascular area during gestation. We might 
add that recent observations in the pregnant goat, we believe, show that 
the size of the blood-cells is increased, and thus the diminution of hemo- 
globin may be greater apparently than it is really. 

Dr. Playfair asserts that the diagnosis of multiple pregnancy can only 
be made by auscultation. Quite in contrast with this statement is that 
made by Tarnier: ‘‘ Of all the methods of investigation palpation is that 
which gives the best results in the diagnosis of twin pregnancy.” It 
should be also remembered that Pinard by palpation was able to diagnose 
triplets. 

Among the additions made in this edition by the author there is a para- 
graph devoted to the treatment of the cord by laceration. Dr. Playfair 
states that his friend Dr. Stephen has employed it for many years and 
in several hundred cases. ‘ The cord is twisted round the index fingers 
of both hands and torn through, the lacerated vessels retracting without 
any hemorrhage.” The author says that he himself has used it in many 
cases, but prefers the ligature. 

Dr. Playfair advocates quinine in prolonged labor as an oxytoxic, and 
embodies in the text the conclusion of Dr. Albert H. Smith upon the 
subject, conclusions which were introduced in the third American edition 
by the editor. On the other hand, he questions the value of the faradic 
current in exciting or intensifying uterine action. 

In the consideration of the diagnosis of placenta previa the following 
paragraph is still retained: “‘ Dr. Wallace has suggested that vaginal 
auscultation may be serviceable in diagnosis, and states that by means of 
a curved wooden stethoscope the placental bruit may be heard with start- 
ling distinctness. This is, however, a manceuvre that can hardly be 
generally carried out in actual practice.” As there is no placental bruit, 
for Dr. Playfair himself says, p. 156, “‘The non-placental origin of the 
sound is sufficiently demonstrated by the fact that it may be heard for a 
considerable time after the expulsion of the placenta,” one may be ex- 
cused from seeking it even by vaginal auscultation. In the chapter upon 
rupture of the uterus the illustration from Bandl previously mentioned 
is found; it shows the dangerous thinning of the lower uterine segment 
which occurs in protracted labor when nature is unable to overcome the 
resistance, a thinning which precedes rupture in such case—an accident 
which is, as so happily expressed by Hart, a tension tear. 

In the chapter upon 7ransfuion the most important change is the addi- 
tion of a very full description of Schafer’s method of immediate trans- 
fusion. The chapter upon the Puerperal State has a list of rules which 
Dr. Playfair states he has been in the habit recently of distributing to 
monthly nurses having charge of his patients, and he believes that there 
have resulted for the latter a marked improvement in comfort, and a 
more generally satisfactory convalescence. One of the directions, by the 
way, is to twice a day syringe the puerpera’s vagina with a warm solution 
of carbolic acid, 1 in 20. 

In the chapter devoted to Puerperal Septicemia, Dr. Playfair still 
holds to the autogenetic origin of the disease in some case. Probably 
this is the view accepted by the majority of physicians, and yet we can- 
not help believing that with increase of knowledge the doctrine of self- 
infection will be rejected, for it does not seem rational that the indi- 
vidual can have created within her precisely the same disease which is 
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recognized in the majority of cases as coming from an external cause. 
Supposing the disease to depend upon germs, the puerpera furnishes in 
decomposing clot or placental fragment a nidus for the development of 
these germs, which always come from the outside, and then they enter 
veins or lymphatics through the gateways furnished by wounded tissues. 
An appeal to autogenesis in a case of puerperal septicemia is simply a 
confession that we do not know how the infection came from the exterior, 
and, therefore, it must have been self-developed. Autogenesis is fatalism, 
iron necessity, the negation of protective means, the paralysis of medical 
art. 

In considering the channels through which the septic matter may be 
absorbed, Dr. Playfair suggests that it may enter through the unbroken 
mucous membrane of the vagina or of the cervix, stating that this hypo- 
thesis might serve to account ‘for the occasional, though rare, cases in 
which symptoms of the disease develop themselves before delivery, or so 
soon after it as to show that the infection preceded labor.” But would 
not pulmonary absorption be quite as probable an hypothesis to explain 
these exceedingly rare, if not doubtful cases ? 

Many of the additions to the volume have been taken from the notes 
which Dr. Harris made in the previous edition ; but several are derived 
from other sources. Dr. Playfair seems to have revised the volume 
carefully, so that it still is one of the best obstetric manuals in the English 
language. 

The American editor has made several additions, some of these appear- 
ing in the text, others as foot notes. Among the most notable of these 
additions are those relating to the Cesarean operation, and that upon the 
revival of symphyseotomy in Italy. Of course the latest, fullest statistics 
relating to gastro-hysterotomy are given. Dr. Harris is indefatigable in 
research, and his authority in all that pertains to cases of this operation 
is everywhere recognized. He has one foot-note, however, p. 618, which 
we believe will be disapproved oftener than endorsed: “I believe that the 
entire abandonment of venesection has been a grave error,” etc. This 
relates to the treatment of puerperal septicemia. Contrast this opinion 
with the words of Siredey, one of the best of recent authorities upon 
puerperal diseases. ‘“ Among the antiphlogistics general bleeding is 
abandoned. Without demonstrated efficacy upon the progress of the 
phlegmasia, without action upon the local pain, it has for its most certain 
result to increase without any advantage the feebleness of the patients, 
when it is of the highest importance to preserve their forces so that they 
may resist a protracted malady, one which always presents a certain 
degree of septicity.” We might add to this objection that, bleeding will 
facilitate absorption of fresh infectious matter, or may produce disturb- 
ance of thromboses that in some degree localize the poison, such disturb- 
ance leading to its general diffusion through the system, and therefore 
should be rejected in the treatment of puerperal septicaemia, T. P. 
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Art. XXXI.—Atlas of Female Pelvic Anatomy. By D. Berry Hart, 
M.D., F.R.C.P.E., Lecturer on Midwifery, School of Medicine, Edin- 
burgh. 4to. pp. 89. New York: D. Appleton & Co., 1884. 


Tuis is a handsome quarto of eighty-nine pages, and contains thirty- 
seven plates, and a few woeod-cuts. Many of the illustrations are original, 
others are copies of those not generally familiar to the profession. It is 
divided into six sections as. follows: 1. Descriptive. 2. Dissectional. 
8. Sectional and topographical. 4. Structural and genu-pectoral anatomy. 
5. Cervical canal in pregnancy and parturition. And 6. Microscopical 
anatomy. Finally there is an appendix occupied with “some points in 
the physics of the bladder and rectum,” and the “ etiology of flexions.” 

When we state that this work is a monument of patient research and 
of original investigation worthy the Edinburgh School, we do no more 
than simple justice. It is impossible to describe or criticize plates with- 
out having them presented to the readers, and therefore the attempt will 
not be made. That the work will be eagerly and profitably consulted by 
obstetric and gynecological students we do not doubt. 

The only criticism that can be made upon the text is that it is too 
scanty—fuller descriptions of several of the illustrations would make the 
work more useful, indeed we would be willing to have fewer plates and 
more text. 


Art. XX XII.—AHolden’s Anatomy, a Manual of Dissection of the Human 
Body. By Lutuer Fifth edition, edited by Jonn Lanec- 
TON. 8vo. pp. xx. 886. Philadelphia: P. Blakiston, Son & Co., 1885. 


Mr. Hotpen has done good service in anatomy both by his Manual of 
Dissections and his Surgical Landmarks. The appearance of a fifth 
edition of his present work is of itself no small compliment. Its beautiful 
illustrations, large readable type, brief but clear descriptions, all have com- 
bined to give it an assured place in anatomical literature. Wisely we 
think in a Manual of Dissections he omits all description of the bones, as 
such knowledge should be presupposed in a student who is far enough ad- 
vanced to begin dissecting. The ordinary directions for dissecting and 
the description of what will be seen is well though rather briefly supple- 
mented by practical remarks upon the surgical applications of the knowl- 
edge so acquired. 

Mr. Langton, the editor, has had but little to do, and it has been chiefly 
in some rearrangement of the order of dissection and in adding some illus- 
trations and text, especially as to the nervous system and organs of sense. 
We can commend the book very warmly to our readers as one of the best 
we know for its purpose. W. W. K. 


QUARTERLY SUMMARY 


OF THE 


IMPROVEMENTS AND DISCOVERIES 


IN THE 


MEDICAL SCIENCES. 


ANATOMY AND PHYSIOLOGY. 


Electrization of the Excito-Motor Regions of the Brain. 


M. at a recent meeting of the French Academy of Sciences, reported 
the results of his experiments in electrization of the excito-motor regions of the 
brain. He found that— 

1. Electrization of the subcortical white substance of the brain of a dog, the 
gray matter of which was frozen with chloride of methyl to a depth of two-fifths 
of an inch, caused violent attacks of epilepsy—thus determining the effect of elec- 
tricity upon the brain when its gray matter is not called into action. 

2. The epileptiform attacks—provoked by electrization in animals previously 
chloralized by intravenous injection are characterized by modification in the 
movement of the heart—and of respiration—by oculo-pupillary phenomena, and 
by rhythmic chorea of certain muscles of the face. 

3. Epileptic attacks caused by faradization of the excito-motor regions of the 
brain determine an increase of rectal temperature when they cause convulsions of 
the muscles of animal life (in dogs curarized or chloralized). The generalized 
vaso-constrictor effects in curarized animals, the transient weakening of the heart 
in animals chloralyzed during the attacks, probably, also, the diminution of the 
activity in the physico-chemical phenomena of nutrition, appear to be the prin- 
cipal causes of the reduction of temperature. 

4. As to the duration of excitability after death—the experiments of M. Vul- 
pian confirm all those of other investigators, which prove that in the higher 
mammals under ordinary conditions, the substance of the brain proper loses its 
motor excitability as soon as the circulation has completely ceased.—Revue 
Médicale, May 9, 1885. 


MATERIA MEDICA AND THERAPEUTICS. 


The Physiological and Therapeutic Action of Antipyrin. 


Dr. Lfion Arpurn, after much experimental study, has arrived at the following 
conclusions relative to the physiological and therapeutic effects of antipyrin:— 
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Of its physiological action he says :— 

1. Antipyrin, without doubt, influences the nervous system; its action is 
expended upon the medulla oblongata and cerebrum. 

2. Its action upon the circulation is to diminish the force of the heart-beat ; 
animals die of paralysis of the heart. From spectroscopic examination of the 
blood the drug does not seem to have any special effect upon this fluid. Accord- 
ing to Professor Demme it is a poison to the protoplasm. As to the influence of 
antipyrin upon arterial tension there is a great divergence of opinion ; some hold- 
ing that it is elevated, others that it is lowered. Queirolo, who has made special 
study of the action of the drug upon the bloodvessels of the skin, has constantly 
noticed that they become dilated, and by this effect it is, according to him, that 
antipyrin reduces temperature. 

3. Antipyrin seems to have no great influence upon respiration, nevertheless it 
is admitted, in a general way, that the respiratory movements are diminished in 
frequency. 

4. The action of antipyrin upon urinary secretion is, in many respects, still 
obscure. It is admitted, however, as demonstrated by Miiller, that the urine is 
diminished to a very limited extent; the sulphates increased ; while the urea is 
at the same time increased, 

5. As to its hemostatic effect no explanation at present can be given, and it 
must suffice simply to remark such action. 

6. How does antipyrin reduce temperature? The hypothesis that this special 
action of the drug is produced by the evaporation of the perspiration must be 
discarded, and in opposition to Queirolo, who explains this effect by the action 
upon the general circulation, or simply by its effect upon the vessels of the skin. 
Dr. Arduin inclines to the opinion that the reduction of temperature is the result 
of a direct action of the drug upon the thermogenic centres, and holds that in no 
other way can its prompt and certain apyretic effect be explained. 

The therapeutic application of the drug is stated as follows :— 

1. In all febrile diseases—not the simple fever, but the exaggeration of the 
fever, i. ¢., hyperpyresis—varying in each patient, is the indication for the use of 
apyretic medication. 

2. In the severer febrile diseases, such as typhoid fever, in tubercular patients, 
in pulmonary phthisis, the persistence of the fever constitutes a new indication. 

3. To avoid the production of excessive and exhausting perspiration, and to 
avoid reducing the patient to a condition of adynamia, which may result from 
abuse of the drug, it should be administered in small doses. 

Finally, in apyretic medication, only a physiological and clinical result should 
be sought, that is, no effort should be made to produce a normal temperature in 
a disease, of which pyrexia is a special characteristic. 

The drug may be administered per rectum by injection or suppository. 

In the latter form it is not efficacious, as an antipyretic, but of great service in 
some cases of hemorrhoidal flux. The most desirable method of administration, 
however, is by mouth. 

The antipyrin should be dissolved in a little sweetened water flavored with 
aqua menth. pip. or other aromatic, with which a little red wine may be advan- 
tageously incorporated. 

The dose is from 8 to 12 grains in phthisis ; 15 to 45 grains in typhoid fever, 
and other diseases in which great elevation of temperature is characteristic. No 

‘ more than 15 grains should be given at a time, and the doses should be at intervals 
of about one hour.— Bulletin Général de Thérapeutique, March 30, 1885. 

Dr. PusitnELLI summarizes the results of his investigations upon the thera- 

peutic effects of antipyrin as follows :— 
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1, Antipyrin operates in all cases, with the single exception of rheumatism, as 
a safe means of lowering the temperature. 

2. The duration of the time through which the antipyretic effect extends, 
depends upon the condition of the disease and upon the size of the dose. Fifteen 
grains produce marked effect in severe febrile diseases for a period of two or 
three hours; thirty grains for from four to five hours; and forty-five grains for 
about six hours. 

3. Before the treatment with antipyrin is begun, test doses of the drug should 
be administered, of a strength varying from seven and a half to fifteen grains, in 
order to note the strength of individual doses. 

4. In severe febrile diseases, as in typhoid fever, croupous pneumonia, erysipe- 
las, etc., in which the temperature is very high, doses of thirty grains for men 
and of fifteen grains to women are indicated, and then only at intervals of an 
hour, and if the remedy can be endured in doses of this size. 

In private practice its administration every two or three hours is advisable. 

For complete defervescence from sixty to ninety grains daily suffice. 

5. In diseases with a temperature but little above normal, and in chronic dis- 
eases, especially in phthisis with hectic fever, it is often necessary only to give 
a single dose of from fifteen to thirty grains, in order to obtain relief from the 
fever of from six to twelve hours, and even for a longer period. 

6. Against the febrile manifestations of acute articular rheumatism, the remedy 
is sometimes contraindicated. Operation upon the joint disease was not observed. 

7. In intermittent fever antipyrin is without effect ; it sometimes is serviceable 
in cutting short the duration of the fever at its highest point at the time of its 
occurrence. 

8. In no case of disease treated with antipyrin did it exercise a specific effect, 
for example, as does quinine in intermittent fever. However, the course of 
typhoid fever under treatment with antipyrin is perhaps shorter and milder. In 
croupous pneumonia there is marked improvement of the general conditions under 
its use without any effect being produced upon the local process of the disease in 
the lungs. Further, in phthisis with severe remittent fever, freedom from fever 
of several days’ duration, with improvement of the general symptoms, is frequently 
manifested, 

9. Antipyrin, generally speaking, is well borne. Collapse and chills were 
never noticed ; pulse and respiration were not unfavorably influenced, and upon 
the kidneys no unfavorable effect was observed. 

10. Unfavorable symptoms, due to an exanthem, occasionally were manifested, 
as sometimes were vomiting and perspiration. The vomiting was especially 
noticeable in women, rarely in men. To avoid the symptoms of vomiting, ad- 
ministration of the drug by enemata may be resorted to; but even then the symp- 
tom sometimes is observed. The perspiration is only seldom disagreeable and 
harmful to the patient, and it then may be obviated by the contemporaneous 
administration of atropia. 

11. Antipyrin has the great advantage over quinine of being easily soluble in, 
water, and further, it is of itself capable of reducing the temperature so that for 
a long time a perfectly normal, bodily temperature is obtained, and this quinine 
is unable to accomplish. 

12. Antipyrin is to be preferred to kairin and hydro-chinin on account of its 
persistent effect upon the fever, and further, on account of the absence of col- 
lapse and chills during its use.— Deutsche Med. Wochenschr., March 12, 1885. 
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Terpine and Terpinol. 

In a study of the effects of terpine and terpinol, Dr. G. GuELPA reaches the 
following conclusions :— 

a. Terpine even in very large doses has no action upon the respiratory system. 

b. Terpine in doses of less than 30 or 45 grains has no effect above the genito- 
urinary functions. In larger doses it does not cause albuminuria or hematuria, 
but perhaps a more abundant production of the phosphates, due probably to the 
impediment to digestion to which it gives rise. 

c. Moderate doses of terpine (less than 30 or 45 grains), do not affect the nerv- 
ous system. In larger quantity it produces meteorism. To cause fatal results the 
drug must be given in doses of 30 grains for about every two pounds in weight of 
the animal. 

d. Upon the digestive tract terpine produces no other effect than that of a sub- 
stance very slightly assimilable and heavy upon the stomach. 

Terpinol.—Experiments show that— 

a. Terpinol like terpine is a drug, entirely safe of administration even in very 
large doses. Animals, such as the hare, support without inconvenience 38 grains 
administered within twelve hours. 

b. It has little or no action upon the genito-urinary organs. 

ce. It is eliminated very promptly and almost entirely through the respiratory 
tract, and hence is useful as a remedy in catarrhal disease of the bronchi, on ac- 
count of its favorable action upon the bronchial secretion.—Bulletin Général de 
Thérapeutique, April 30, 1885. 


Studies on the Properties and Physiological Action of Boldo. 


Dr. LABorpe gives the following account of his investigations upon Boldo :— 

1. Boldo, by one of its principles which seems to have the chemical character- 
istics of a glucoside, produces primarily, by its effect upon the central nervous 
system, a hypnotic effect, causing sleep with suspension of all functions and rela- 
tions of conscious life. 

2. This predominant effect is accompanied toa certain extent by general anzs- 
thesia and dulling of the special senses, notably that of audition, and by abo- 
lition of the oculo-palpebral reflex. 

8. The condition of slumber is preceded and accompanied by a state of motor 
incotrdination analogous to that produced by alcoholic intoxication. This con- 
dition is especially noticed after doses which are almost toxic. 

4. The effect of the glucoside of Boldo upon the functions of respiration and 
circulation that follows immediately its hypnotic action. It calms and regulates 
the respiratory efforts and the pulsations of the heart, reducing their number also, 
so as to produce, in toxic and mortal doses, progressive arrest of function, which 
is first manifested in the respiratory system. The result is probably due to an 
extension of the effect of the drug to bulbar respiratory centre. 

5. Lowering of temperature, in a slight degree, is also observed as one of the 
results of the general and physiological action of Boldo. 

6. It has a stimulating effect upon the various secretions, especially upon those 
of the liver and kidneys, by which it appears to be eliminated. The elimination 
by the urine is readily revealed by its characteristic aromatic odor, which is devel- 
oped by boiling in the presence of a few drops of sulphuric acid, and by the 
addition of an alkali (soda or potassa). 

7. The physiological effects of the glucoside are manifested in like manner, 
but in different degrees, according to the mode by which the drug is administered, 
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and the consequent variation in the speed with which it is absorbed, as is shown 
by intra-venous and subcutaneous injection and stomachic injection. 

8. Administration by the stomach may cause nausea and vomiting, but a dose 
capable of producing sleep is not necessarily emetic in its effects. 

9. Deadly toxic effects, which result from very large doses, 7 to 10 grains for 
an Indian pig of a weight of 9 to 14 ounces, and of Ziiss to 3ss for a dog of 18 to 24 
pounds, are first manifested by primary and progressive suspension of respiration 
in the midst of quiet and uninterrupted sleep, without apparent reaction of any 
sort, and notably without convulsions. 

10. The moderate toxic effect of the glucoside appears to result from its sepa- 
ration from the alkaloid which apparently coexists with it in the plant; inasmuch 
as experiments with the latter prove that it is essentially toxic and convulsive in 
its nature. 

The therapeutics of the glucoside of Boldo, as indicated by experimental study, 
are predominantly hypnotic, and its use is indicated in those conditions where 
insomnia is to be combated, and it is desirable to obtain tranquil sleep. The 
drug, under such circumstances, presents marked advantages over the other hyp- 
notics, especially over opium, in that it does not involve risk of establishing any 
condition analogous to the opium habit. Though the dose is large, the almost 
entire absence of toxic effect enables it to be given in large quantities without fear 
of bad results. It may be administered in doses of 15 grains, at intervals, until 
four or five doses or even more are taken. It is not only indicated in insomnia, 
but in cases where it is desired to regulate or re-establish certain secretions, nota- 
bly those of the liver, kidneys, or salivary glands. —Revue de T'hérapeutique, 
April 15, 1885. 


The Effect of Subcutaneous Blood Injection and the Injection of Pure Heemo- 
globin upon the Proportion of Hemoglobin in the Blood of the Anemic. 


Dr. Dionys BENCcz6r, in a series of studies to determine the effect of blood 
and hemoglobin, introduced into the system, upon the proportion of hemo- 
globin in the blood in chlorosis and anemia, reaches the following conclusions 
as to the effect of the subcutaneous injection of blood and of pure hemaglobin in 
anemia :— 

1. Crystallized hemoglobin held in solution, when injected beneath the skin, 
is readily taken up by the circulating blood, and a small proportion of the hemo- 
globin is again excreted by the kidneys. 

2. The hemoglobinuria thus existing is not-real hemoglobinuria; neverthe- 
less blood-corpuscles and cylinders are present in the blood to a moderate extent. 

3. During the excretion of hemoglobin, fever and albuminuria are observed. 
The albuminuria is of longer duration than the hemoglobinuria. 

4. Crystallized hemoglobin, when dissolved and injected beneath the skin, 
produces pain and inflammation. 

5. Defibrinated human blood when subcutaneously injected with necessary 
care, even in great quantity, causes neither pain nor inflammation if its introduc- 
tion into the general current is aided by massage. 

6. The blood of animals introduced beneath the skin in the same amount almost 
always leads to the formation of abscesses. 

7. The subcutaneous introduction of blood increases the quantity of hemo- 
globin contained in the blood. The increase is most marked the day following 
the injection, but is recognizable ten days after the operation, although to a mod- 
erate degree. By repeated injection the proportion of hemoglobin becomes per- 
manently increased. 
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8. To determine quantitatively the amount of hemoglobin in urine containing 
blood, it is recommended to convert the hemoglobin and the remaining coloring 
matters of the blood into acid hematin, by coagulation of the coexisting albumen 
by boiling, and to estimate the amount of acid hematin by spectrum analysis, and 
from this estimate to determine the proportion of hemaglobin.—Deutsches Archiv 
Sir Klin. Med., April, 1885. 


MEDICINE. 


Treatment of Cholera during the Algid Period. 


Dr. GrorGes RIGOLETTI attributes the principal symptoms of the algid 
period of cholera, such as lowering of the temperature of the exterior of the 
body, cyanosis, change of countenance, inextinguishable thirst, difficulty of res- 
piration, epigastric constriction, hiccough, vomiting, muscular cramp, prostration, 
general collapse, and paralysis of the heart, to a lack of the normal proportion of 
water in the blood. Two indications correspond with the symptomatology :— 

1. To restore to the tissues their normal water, and to the blood its normal 
serum, in order that it may perform its functions. 

2. To excite the nervous force and to stimulate the heart. To fulfil these 
indications Dr. Rigoletti proposes the hot bath, containing ammonia and wood 
ashes. 

The bath is prepared with water of a temperature ranging from 100.4° F. to 
104° F.; about one quart of aqua ammonia and a sufficient quantity of wood 
ashes. The duration of the bath is from fifteen to twenty-five minutes, and it 
may be renewed in the same day, and for many days in succession, according to 
the case. Toavoid the ammoniacal vapors, the patient is so covered as to prevent 
their reaching the head. The patient, on being removed from the bath, is covered 
with warm blankets, which favor and maintain reaction. Frictions with cam- 
phorated alcohol are also to be practised, and aromatic infusion of chamomile and 
spirits are to be administered. If the reaction come on too violently, it is to be 
moderated by ordinary measures. The efficacy of the bath is more prompt when 
the algid state is least advanced. The method was used in 1884 with much success 
in the epidemic at Naples, and the official report as to its value is as follows :— 

1. The hot alkaline bath administered at the beginning of the algid period 
stimulates the peripheral circulation and increases the power of reaction. 

2. The nervous forces are strengthened ; the patient is so much relieved that 
many times during the day he requests the bath; the constriction of the epigas- 
trium diminishes and disappears. 

8. The pulse, often imperceptible, is gradually strengthened ; the features be- 
come more natural, and the face even sometimes becomes flushed. Anuria almost 
always ceases in the bath. 

4. Diarrhea continues, but the vomiting and hiccough disappear with the ad- 
ministration of the bath. 

5. The ammoniacal vapors excite cough and interfere with respiration, and for 
this reason it is necessary to protect the patient from them. However, the effect of 
the vapors is beneficial in that they increase the power of the voice, and render it 
less rough and more intelligible. In conclusion, the hot alkaline bath is a pow- 
erful therapeutic agent in the algid period of cholera, and its effects are most 
constant. 
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Dr. Rigoletti concludes his paper by stating that reaction, under treatment 
with the bath, is always prompt, occurring within twenty-five minutes; complete, 
as shown by the disappearance of all algid symptoms, and constant, having never 
failed in twenty-three cases in which the algid condition was treated by its use. 
He considers it the remedy, par excellence, for the period of the disease, and 
much superior to the intra-venous injections of salt water proposed by Dr. Hayem 
and to the subcutaneous alkaline injections of hot water suggested by Prof. Can- 
tani.—Journal de Médecine de Paris, May 10, 1885. 


Epilepsy as related to the Motor Zones of the Brain. 


Prof. FENoGLIO, after observing a case of epilepsy in which a lesion of the 
right motor zone of the brain existed, and in which the operation of trephining 
was resorted to, reaches the following conclusions as to the relations of epilepsy 
with lesions observed :-— 

1, That the so-called motor zone in man may be considered as the epilepsy- 
exciting region. 

2. Irritation of this zone, even when covered by the meninges, may give rise 
to an arrest of the radial pulse of the opposite side by an action upon the centres 
of the vagus. 

8. Pressure, though light, upon this zone may produce a series of epileptic 
seizures. The condition resembles the epileptic state without, however, any 
rise of temperature. , 

4. Compression of the motor zone does not give rise to any disturbances of 
sensibility on the opposite side. 

5. The position of the cicatrix and the persistent contraction of the arm show 
this centre to be about the middle of the central convolution. 

6. The lesion of the arm centre may cause irritation of the neighboring centres, 
by which spasmodic manifestations may be presented in muscles whose innerva- 
tion arises near these centres. 

7. Light pressure in the motor zone may give rise to a marked change in dis- 
position.—Lo Sperimentale, Dec. 1884. 


Progressive Muscular Atrophy. Myopathy without Neuropathy beginning 
commonly during Infancy in the Muscles of the Face. 


Drs. L. Lanpouzy and J. DesEuNns, in the Revue de Médecine for April, 
1885, complete a careful study of the above disease. 

Their conclusions are based on the careful observation and study of a great 
number of cases, and afford the latest authoritative expressions concerning the 
nature of the affection under consideration. 

Their conclusions embrace and are based upon personal observations of the 
disease as relates to heredity, upon autopsies held upon those affected with pro- 
gressive muscular atrophy, and upon critical research during the course of their 
investigations and are stated as follows :— 

1. The affection described by Duchenne, under the name of the progressive 
muscular atrophy of children, and which, up to the present time, has been regarded 
as being of the same nature us progressive muscular atrophy of spinal origin in 
the adult, appears as a disease entirely distinct, and has with the last affection a 
relation purely symptomatic. 

2. Although progressive muscular atrophy of the adult (type Aran-Duchenne) 
is the result of a spinal lesion, the progressive muscular atrophy of infancy is 
evolved from its beginning to its end without participation of the nervous system, 
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cerebral or peripheral, and is therefore due to a process primitively and exclusively 
myopathic, and is therefore to be completely separated from progressive muscular 
atrophy of the adult, which is essentially of spinal origin. The disease as mani- 
fested is children in myopathic, in adults it is myelopathic. 

8. Progressive atrophic myopathy constitutes, from a clinical point of view, as 
well as from an anatomical standpoint, an entirely distinct disease in the domain 
of primary pathological muscular atrophies, both in its etiology, pathogeny, 
symptoms, and evolution. 

4. Progressive atrophic myopathy (the facio-scapulo-humeral type) most fre- 
quently begins during infancy in the muscles of the face (muscles of expression). 
Nevertheless it may appear in youth, adult age, or in advanced life. 

5. When it begins in infancy it most commonly attacks first the muscles of the 
face, orbicular, labial, and palpebral, and as a result the physiognomy of the 
patient is most peculiar, and while in repose or during excitement the immobility 
of the features contrasts remarkably with the animation shown by the eyes. 

6. When, in an infant already affected with atrophy of the superior and inferior 
facial muscles, the affection tends to become general; such generalization is first 
manifested almost always in the muscles of the upper limbs, and predominates 
especially in the muscles of the shoulders, and is distinguished by a special topo- 
graphy (type, facio-scapule-humeral). 

7. The atrophy attacks the muscles in a manner entirely peculiar, and there 
are found in a group of muscles innervated by a special nerve, singly and entirely, 
muscles in normal condition in the midst of others more or less completely 
destroyed. The muscles which remain intact almost indefinitely, are, in parti- 
cular, the sub- and supra-spinous, the sub-scapular, and the flexor group of the 
hand and fingers. 

8. The allied muscles are, from the beginning of the affection, atrophied; 
never present any appearance of hypertrophy; and the same is true of those 
muscles which escape atrophy. 

9. Muscles of special function—sight, mastication, deglutition, phonation— 
remain intact during the whole period of the disease; the same is true of the 
muscles of respiration. 

10. The consistence of the muscle presents no special peculiarity. 

11. With all patients the fibrillar contractions are entirely in default, and the 
idio-muscular contraction is absent or exceedingly diminished and difficult of 
confirmation. 

12. Electrical contractility (faradic and galvanic) is modified quantitatively. 
There is simple diminution without inversion of the normal formula, and there- 
fore without the reaction of degeneration. 

18. Generally, the tendon reflexes do not disappear even when the muscles are 
exceedingly atrophied. In certain cases, however, they may disappear very 
early in the disease. 

14. General and special sensibility, the nutrition of the skin, the cutaneous re- 
flexes, and the power of the sphincters, are conserved during the whole course 
of the disease. 

15. Progressive muscular atrophy of adolescence or of adult life, more rarely 
observed than the affection of childhood, does not always first attack the muscles 
of the face. The disease may begin in the upper limbs, and very rarely in the 
lower limbs. The face is attacked consecutively or remains intact, and either 
the facio-scapulo-humeral, the scapulo-humeral only, or the femoro-tibial type 
may be observed. 

16. The evolution of progressive atrophic myopathy is of slow development. 
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17. Its anatomical lesion consists of an atrophic myostitis, with moderate 
sclerosis without any appearance of muscular hypertrophy, and is the type of a 
simple and purely idiopathic atrophy, proceeding from which as a basis, noso- 
graphy will be improved by characterizing and distinguishing the diseases under 
discussion as myopathic and myelopathic. 

18. The diagnosis of the progressive atrophic myopathy, which progressive 
spinal atrophy (type, Aran-Duchenne of Charcot, and type scapulo-humeral of 
Vulpian) places among the diseases of the last type (myelopathic). 

The face is attacked (type, facio-scapulo-humeral) or is intact (type, scapulo- 
humeral). When a patient is attacked with the disease of a facio-scapulo- 
humeral type the differential diagnosis rests upon the following considerations : 
In myelopathic muscular atrophy the face is never attacked; in progressive 
muscular atrophy beginning in infancy the face is always attacked. The atrophy 
of the muscles of the face is the only clinical characteristic which permits a de- 
cision as to the origin of the disease. Its value is absolute. 

Further points of diagnosis are based upon the indefinite conservation of cer- 
tain muscles, the absence of fibrillar contractions, the retraction of certain muscles, 
the absence of the reaction of degeneration, the conservation of the tendon re- 
flexes, the slowness of the evolution of the disease, heredity, direct or collateral. 
Considerations of the same order are applicable to the differential diagnosis from 
lateral amyotrophic sclerosis, which, by its principal characteristics, bulbar para- 
lysis, contractures, paralysis more extensive than atrophy, etc., will be easily 
disfinguished. 

19. Atrophic myopathy is distinguished from pseudo-hypertrophic paralysis 
by the following characteristics :— 

A. In atrophic myopathy it is the rule that the face participates in the atrophy. 

B. In pseudo-hypertrophic paralysis there always exists a hypertrophic condi- 
tion of some muscles; in atrophic myopathy there is no muscular hypertrophy. 

Finally, pseudo-hypertrophic paralysis is a disease of early infancy, much more 
common in males, and the patient rarely passes the twentieth year. In progres- 
sive muscular atrophy the disease is of later origin, may appear indeed at any 
time of life; the sexes are attacked indifferently, and its duration is indefinite. 

20. Atrophic myopathy is distinguished from the infantile variety of Erb by 
the participation of the face in the atrophy, the absence of pseudo-hypertrophy, 
and the frequency, if not the constancy of heredity, either direct or collateral. 

The prognosis of progressive atrophic myopathy is grave, inasmuch as the dis- 
ease seems never to be arrested in its progress. Two circumstances diminish the 
gravity thereof—its slow progress, and the constant integrity of special muscular 
apparatus (mastication, respiration, etc.). 

21. The pathology of the disease is unknown, heredity, direct or collateral, 
being the only recognized etiological factor. 

22. The treatment is tentative only, and consists of general tonic treatment, 
together with the application of electricity. 

23. Data as to the frequency of the disease are wanting, but its existence be- 
yond doubt has been frequently overlooked on account of its having been insuf- 
ficiently studied and incompletely described. 

24. The special physiognomy noticed in the disease deserves recognition and 
mention as the facies myopathique. 


No. CLXXIX.—Jury, 1885. 18 
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“A Case of Ischaemic Muscular Paralysis and Contracture, in Connection 
with Loss of Sensibility. 

Dr. C. SONNENKALB reports an interesting case of ischemic muscular paralysis 
and contracture in connection with loss of sensibility. The patient was a very 
strong and well-developed healthy laborer, about twenty-five years of age. Sep- 
tember 5, 1884, he, while at work, suffered a subcutaneous fracture of the middle 
of the humerus. The same day the arm was put in splints and the forearm sur- 
rounded with simple bandages to the wrist-joint. A short time after the applica- 
tion of the bandage extensive swelling of the hand supervened, associated with 
a feeling of numbness, but without severe pain. (The patient exhibited, more- 
over, little sensibility to the existence of pain.) The hand hung down, but when 
paralysis first appeared the patient was unable to say, as he intentionally had 
abstained from attempting to move the member. According to the statement of 
the patient, the following day the bandage was removed from the forearm. The 
hand was much swollen, and the bandage around the wrist had deeply furrowed 
that portion of the arm. Upon the skin of the forearm vesicles were formed. 
The contents of these were serous in nature, and the muscles of the forearm were 
hard and firm as wood. In eight days the bandage was removed from the upper 
arm and replaced by a new one. In all the splint was applied three weeks. The 
sensibility of the arm had so diminished from the beginning that the patient, nine 
weeks subsequent to the reception of the injury, burned the skin upon the dorsum 
of the hand without experiencing the least pain. The patient, up to the time of 
his entrance into the hospital, had been treated with electricity. 

Examination of the arm, Dec. 3, 1884, revealed a united oblique fracture in 
the middle of the left humerus. The fragments were but little displaced ; motion 
of the arm was good ; and there was but little thickening at the seat of fracture. 
Mobility of the shoulder and elbow-joints was normal. The muscles of the fore- 
arm, especially the flexors arising from the internal condyle, were stone-hard. 
The forearm was fixed midway between pronation and supination, and the hand 
was flexed at an angle of 150° with the humerus. The first phalanges of the fingers 
were hyper-extended ; the second and third phalanges were flexed. The hand was 
thus perfectly fixed in this claw-like position, When efforts at extension were 
made the tendons in the hollow of the hand became very prominent, and the 
distal phalanges of the fingers were correspondingly flexed, and efforts to straighten 
the fingers were accompanied by compensatory flexing of the hand. It was, 
therefore, evident that the flexor muscles had not only lost their elasticity, but, 
also, that they were shortened. The sensibility of the forearm, as far as the 
bandage extended, was perfectly maintained, but beyond was entirely lost. The 
loss of sensibility equally affected all the nerves supplying the hand, and showed 
that the origin of the lesion was not the original fracture—for example, pressure 
upon the ulnar nerve at the elbow, and also below it, was plainly perceived in 
the fingers. The faradic current, of a strength almost unendurable to the sound 
arm, though perceptible as far as the hand, produced no muscular contraction. 
After a month’s treatment the sensibility had returned in the hand as far as the 
fingers, although much trophic destruction was evidently present, since, after daily 
warm baths, which were easily borne by the normal arm, vesicles were produced 
on the paralyzed hand. In addition to the baths and electrical treatment, the 
hand was daily treated for a few minutes with a splint and elastic bandage, with 
the view to overcome the existing contraction. After further treatment of about 
six weeks, the sensibility had entirely returned to the hand, and the joints were 
perfectly mobile. The condition of the muscles was much improved, as related 
to their unnaturally hard condition, but contraction persisted, with manifestation 
of but the slightest improvement.— Deutsche Med. Wochenschr., April 28, 1885. 
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Treatment of the so-called Catarrhal Erosions of the Posterior Wall of the 
Larynz. 


Dr. Tu&éoporE HERING, in a contribution to the study of catarrhal erosions 
of the larynx and their relations with tuberculosis, after discussing their pathology, 
complications, and consequences, makes the following suggestions as to treat- 
ment :— 

1. In the treatment there are two indications to fulfil: (1) to remove every 
irritating cause ; and (2) to accelerate the cure of the ulcerations. 

The first of these indications is the more important, and if neglected all local 
treatment will be useless. All causes of irritation of the larynx and pharynx, and 
anything which has a tendency to provoke cough, should be removed. In this 
catalogue are included catarrhal affections of the pharynx and of the nose, which 
have always an irritating effect upon the larynx. It is also necessary to avoid 
impure air, heat, cold, and to abstain from smoking and snuffing. The patient 
should also talk as little as possible, and remain in a room, the temperature of 
which is equable, and maintained at 68° F., such conditions being favorable to 
cure. 

The dryness of the pharynx and larynx may be diminished by inhalations of the 
vapor of warm water, and by atomized applications of weak solutions of carbo- 
nate of soda, chloride of ammonia, and bromide of soda and potash. Very hot 
vapors and astringents are not always well supported, and occasion congestion of 
the larynx and violent coughing which are harmful. Narcotics are positively indi- 
cated when the cough is violent and fatiguing, as this occasions a recrudescence 
of inflammation which retards cure. Mineral waters, such as Ems and Vichey, 
frequently are useful in the treatment of the disease. The local treatment re- 
commended by many specialists does not always seem efficacious. It appears 
that the erosions of the mucous membrane of the larynx do not present the 
character of active hyperemia, but that they are more frequently produced by 
disorders of nutrition, and hence Dr. Hering considers that rest of the diseased 
part is of the first importance. Even the most gentle bathing, or the most deli- 
cate insufflations always irritate the altered mucous membrane, provoke cough, 
and thus occasion instant hyperemia. The application of a solution of tannin by 
the Steerck brush, so much in vogue, is only harmful. Besides, the discharge 
being very small in these patients, cleansing by the brush excites and irritates the 
larynx, and expectorants even more readily have the same effect. For this reason 
it is plain that such applications should be no longer recommended. Local appli- 
cations are only indicated when, after cicatrization of the ulcers, catarrh of the 
larynx still persists, and even under such conditions, such applications should be 
employed with the greatest care, and be varied according to the particular case 
presented. Dr. Hering has for this purpose obtained very satisfactory results 
trom the use of nitrate of silver, and of sulphate of zinc, applied every two days. 
The general treatment consists in the use of leeches in the beginning, or of blisters 
in the region of the larynx, which in rebellious cases add much to the relief and 
comfort of the patient.—Revue Mensuelle de Laryngologie, d’Otologie et de 
Ithinologie, May, 1885. 


Pulmonary Tuberculosis in Families. 


At a meeting of the French Academy of Medicine held April 14, 1885, M. 
LEUDET read an interesting paper upon pulmonary tuberculosis in families. As 
a physician of wide experience and long practice his opinions and observations 
are worthy of due consideration. 
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The following are the principal conclusions reached in his paper :— 

1. Acquired tuberculosis attacks by preference those individuals suffering from 
congenital debility or from effects of previous disease. Pneumonia and bronchitis 
do not predispose the patient in an unusual degree to the disease. Persons in 
families free from tuberculosis succumb most frequently at an advanced age from 
diseases foreign to the respiratory system. 

2. The hereditary transmission of syphilis exists in more than one-half the cases. 
Hereditary transmission is more frequent on the maternal side. Hereditary 
pulmonary tuberculosis appears generally at an age varying from 13 to 35 years, 
without reference to the age at which it appeared in the parent. Hereditary 
tuberculosis is manifested at a less advanced age than acquired tuberculosis. ° 
Tuberculous heredity from both parents increases the chance of transmission 
to children. In tuberculous families one generation may perhaps be free from 
the disease, but others attacked by it. 

8. Pulmonary tuberculosis sometimes exhibits a morbid selection which visits 
death upon degenerate families. The advance of the disease is aided in the 
ancestors by the existence of tuberculosis, cachectic affections, general paralysis, 
insanity, idiocy, ete. In offspring it is explained by the presence of osseous 
pulmonary tuberculosis in some and in others by arrest of development, deafness, 
inflammation of the middle ear, coxalgia, and infantile paralysis. 

4. Diseases of the bones and of articulations are met in 20 of every 100 of 
tuberculous families. Tubercular affection of the bones and joints in most 
instances precedes the pulmonary symptoms. 

5. Marriage of a healthy person or of a healthy descendant with a tuberculous 
individual or with a person in whom tuberculosis is hereditary, diminishes the 
risk of inheritance of the disease in the offspring of such a union. 

6. Propogation of tuberculosis in families by infection is the exception. 

7. Marital contagion is at least extremely rare, and has not appeared possible 
only in seven families in sixty-eight. 

8. The progress of tuberculosis is much more gradual in the higher than among 
the laboring classes. The poor in whom the disease is arrested, die frequently 
of intestinal disease consecutive to the original manifestation. 

9. Rapidity or slowness in the advance of the disease has no relation with 
heredity. 

10. Cure of tuberculosis is met, as well in instances of hereditary, as in acquired 
phthisis. Tuberculosis may be cured at all stages of its existence, but crude or 
softened tubercle of little extent is that most frequently cured.—Archives Géné- 
rales de Médecine, May, 1885. 


Suggestions for the Investigation of Anesthetic and Tuberculous Leprosy. 

Dr. W. ALLEN SturGe, in a paper analyzing the nerve phenomena of 
anesthetic leprosy, insists on the distinction to be drawn between anesthetic and 
tuberculous leprosy, and suggests the following points for investigation :— 

1, In mixed cases of tuberculated anesthetic leprosy, to notice accurately the 
difference between the eruption of parts of the skin where sensation is healthy, 
and that of patches of anesthetic skin. With a view to proving the secondary 
influence of nerve disease in checking the morbid growth in the skin. 

2. Is anesthesia always preceded by modification in skin nutrition? With a 
view to proving the independence of the nerve disease. 

8. Does the primary invasion of anesthesia ever give rise to patches of numb- 
ness corresponding to the supply of any named nerve ? With a view to clearing 
up the question whether nerve-trunks are ever subjected to direct attack. 
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4. Does muscular atrophy ever take place without being preceded by anesthesia? 
With a view to proving whether ultimate motor branches may be primarily affected, 
in a way similar to ultimate sensory branches. 

5. Where muscular atrophy has taken place, to make a detailed examination 
of the various group of muscles. With a view to confirming or confuting the 
conclusions arrived at above, in reference to the mode in which their atrophy is 
produced. 

6. An investigation of the deep sensibility of parts beneath anesthetic skin, 
and a comparison of the deep sensibility of healthy muscles as compared with 
that of atrophied muscles.—Brain, April, 1885. 


The Pathological Anatomy and Course of Syphilitic Disease of the Skin. 


Professor J. NEUMANN, at a meeting of the Berlin Medical Society, held 
March 20, 1885, called attention to the following peculiarities in the history and 
anatomical appearances of syphilitic disease of the skin :— 

1, Syphilitic skin disease takes its origin, as other observers already had found, 
anatomically from a growth of round cells adjoining the vessels. This is certainly 
adjoining the vessels of the upper cuticular layer, and of papille which become 
diseased, and also to the vessels of the deeper layers. The intensity of the 
pathological changes in the recent form of the macular syphilide is slight, but 
increases in marked degree in the papular and tubereular eruptions, and in gum- 
mata. 

2. The pathological products in the macular variety of the disease are limited 
to papillary bodies, without extension into’ the epiderm. Ordinarily, as the 
progress of the disease extends, this boundary will be exceeded, and the rete be 
infiltrated with the cells, so that they unmistakably come to be situated under the 
tense horny layer. 

3. The exudation cells are, in the recent stage, unmistakably round cells; 
after a longer period they lose the circular form, become lengthened and spindle- 
shaped, and, as such, seem to preponderate on the outer wall of the vessels. 

4. The pigment is found usually in the form of granules of various size and 
color, ranging from orange to brown. The granules lay partly in the exudate 
and partly in the connective tissue. In the first, 7. e., the exudate, absorption 
readily takes place ; in the second, i. e., the connective tissue, it is effected with 
difficulty or not at all. Ifthe proliferation of cells extend into the rete, then are 
they also pigmented, and coloring matter is found even in the tubules described 
by Ehrmann. The tissue of the papilla seems spongy, and cloudy, with molecular 
débris. This cloudiness is evident, also, in cutaneous gummata in the deeper 
layers of the skin. 

6..The follicles are changed in various respects. The hair follicles are not 
only surrounded by round cells, but the outer layer of their walls is also thick- 
ened, but presents, especially in the acneform and lichen eruptions, club-shaped 
branches and extensions. The same changes are also observed in the sebaceous 
follicles. 

7. In this connection the appearance of giant cells is noteworthy, which, taking 
place in the tubercular forms, and preponderating in the lichen and acneform 
eruption, is still further manifested in cutaneous gummata. In the macular, 
recent lenticular syphilide, as well as in the primary forms, Professor Neumann 
has never found them. 

8. Some portions of the cuticular tissue appear to offer a special resistance to 
the disease. So, also, unstriated muscular tissue. In some sections the round 
cells were found to correspond to the course of the vessels in the erectile tissue, 
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while in the scrotal papilla, in which the fibre cells are extremely abundant, the 
tissue is found completely free from syphilitic infiltration. 

9. The different varieties of syphilitic skin disease are due only to variations 
in the intensity of the disease, and are a result of one and the same process; 
consequently, no distinct boundary separates the different forms. Nevertheless, 
in some cases, the follicles, while in others the papillary bodies, whose vessels are 
attacked, serve as the starting-point of the disease. 

10. Pigmentation, after recent syphilis, progresses with the disappearance of 
the inclosing round cells by absorption. 

11. In conclusion, the most important result obtained by these investigations is 
the discovery that, after the disappearance of the clinical symptoms of the disease, 
the anatomical changes still remain. Exudation cells still persist in the cutaneous 
tissue, and even pigmentation, though the clinician cannot detect with the eye 
any evidence of the disease.—Allgemeine Wien. Med. Zeitung, March 24, 1885. 


SURGERY. 


Case of Perforating Tuberculosis of the Skull with Cerebral Symptoms. 


Mr. WALTER EpMmunps reports a rare case of perforating tuberculosis of the 
skull in which cerebral symptoms were also present. The patient was a boy, 
aged 14, of a rather delicate family, one of his sisters having died of hip disease. 

Eighteen months before admission he had an attack of peritonitis which was 
thought to be tubercular. 

About the same time there formed on the left side of the scalp over the parie- 
tal bone a cold abscess, accompanied by much headache ; this abscess was twice 
aspirated, and thick pus drawn off each time. 

Some six months later he complained, on and off, of numbness in the right arm 
and hand, and four months later the abscess in the scalp began to fill again. 

Two days before admission he had a fit—the first he had ever had. He felt 
giddy, fell, became unconscious, foamed at the mouth, bit his tongue, and passed 
water involuntarily ; both legs were convulsed, and the right arm clenched and 
drawn up. 

State on admission: A pale but well-nourished boy; on the left side of the 
scalp is a soft fluctuating tumor, from which a mixture of blood and pus can be 
drawn out with a fine syringe. 

The grasp of the right hand is much weaker than that of the left; the right 
leg is also weaker than the left, but the difference is only small; there is, too, 
slight right facial paresis. 

Sensation everywhere normal. 

Ophthalmoscopically both disks are slightly swollen and their margins blurred ; 
the veins kinked, and white lines along the vessels. No hemorrhages. 

Temperature normal. Sleeps well. No headache. No albumen or sugar in 
urine. He never vomited, and never noticed any defect of sight. Kmnee-retlexes 
normal. 

Under ether the abscess was laid freely open. At its base was found a piece 
of diseased bone of oval shape, measuring seven-eighths by five-eighths of an 
inch ; it was depressed on one side, and nearly completely separated from the 
surrounding bone, so that with an elevator it could be lifted up and removed. 

It comprised the whole thickness of the skull, the dura mater being exposed 
and the pulsations of the brain seen. 
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The wound was dressed with iodoform, and (except for the formation of a 
diminutive aneurism in the sealp which had to be opened) progressed uniformly 
well; there was, however, some suppuration with loss of substance on the surface 
of the brain. 

He had two fits subsequently ; one two weeks, the other eight weeks, after the 
operation ; in both of them the head was turned to the right; he had general 
convulsions, and foamed at the mouth. 

The discharge from the openings in the skull gradually diminished, and the 
scalp covered over the edges of the skull, so that when he was discharged there 
was an opening in the sealp and skull through which the brain could be seen. A 
silver plate was made to protect this. 

The inflammation of the optic disks gradually subsided, but that of the right eye 
is not yet quite normal. 

In about four months he was sufficiently well to get up and walk about; the 
chief thing remaining wrong with him, besides the opening in the skull, was the 
weakness of the arm and hand, the strength of the right hand being only a third 
of that of the left. 

The opening of the skull was half an inch in front of the middle of the fissure 
of Rolando; but as the superficial ulceration of the brain extended for a short 
distance backwards from the opening, the middle of the ascending frontal and 
ascending parietal convolutions were affected. Probably the centre marked v11t. 
and one of the centres marked x. by Ferrier were involved ; these are concerned, 
he says, with the flexion of the forearm and the movements of the hand and 
wrist. 

The case is interesting as an example of a somewhat rare disease, already de- 
scribed by Volkmann, and also as showing a coincidence between the localizing 
cerebral symptoms and the measurements on the surface of the scalp.—Brain, 
April, 1885. 


Fracture of the Larynx ; Tracheotomy; Cure. 


M. MARCIGNEY reprints a case of fracture of the larynx followed by trache- 
otomy and resulting in recovery. 

The patient, a laborer, fell from a light wagon, not loaded, one of the wheels 
of which passed over the right side of his face and neck, which was thus com- 
pressed laterally. He reached his home, however, which was located near the 
place of the accident, suffering at the same time from slight hemorrhage from the 
left ear, the nose and the mouth. At first the voice was not altered, but three or 
four hours after the accident he was neither able to speak nor swallow, and 
experienced severe pain in the neck, which was slightly swollen. 

During the night he spat blood, and respiration became difficult. The follow- 
ing morning he entered the Hétel- Dieu as a patient of M. Tillaux. Examination 
showed the face to be swollen, and ecchymosed beneath the orbits. The .nouth 
could with difficulty be opened, but no fracture of the jaws existed. The neck was 
considerably swollen ; the skin, which was very tense, exhibited on each side of 
the larynx some slight ecchymosis. Subcutaneous emphysema existed in the supra- 
and subclavicular regions, descending to the chest, and slight, exceeding the 
median line. Respiration was very difficult, and the patient maintained a sitting 
posture as most favorable for its performance. 

There was expectoration of sanguino-mucous matter. Speaking was difficult, 
and the voice was deep. The larynx was flattened and transversely enlarged at 
the level of the thyroid cartilage. Pressure in this region was very painful, and 
palpation showed that the two wings of the thyroid cartilage are separated, and 
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though fracture existed, the intensity of the pain prevented sufficient investiga- 
tion to discover the degree of mobility of the fragments. 

Deglutition was very painful. There was no pneumothorax, nor fracture of 
the ribs. The temperature was slightly elevated, being 101.19 F. in the morning 
and 101.89 F. in the evening. Dry cups were now applied to the chest, but the 
dyspnea, nevertheless, became so much aggravated that breathing was only 
possible in a sitting posture. 

Further examination being made, M. Tillaux was able to obtain slight crepi- 
tation of the fragments of the cartilage, and in view of the intense dyspnea 
ordered preparations for tracheotomy, should it become necessary. 

A short time subsequently the patient was seized with a violent suffocative 
attack, in which he narrowly eseaped death, and tracheotomy was at once per- 
formed. The skin and muscles were divided rapidly with the thermo-cautery, 
expiration durmg this procedure becoming progressively more feeble. The 
trachea was cut with the bistoury, and a canula at onee introduced. At the eom- 
pletion of the operation the patient was apparently dead. Artificial respiration 
was at once resorted to, and after being continued for some minutes the patient 
revived. The day following he was comparatively comfortable ; the dyspneea not 
being returned, and the subcutaneous emphysema having made no progress. 
Three weeks subsequent to the operation M. Tillaux removed the tracheal canula, 
and respiration was normally carried on without difficulty. 

Antiseptic dressing was applied to the wound, which was in good condition. 
The voice, however, had not recovered its natural tone, and was still somewhat 
muftled. 

M. Marcigney concludes his report of the case by reference to the statistics of 
fractures of the larynx, as collected by M. Hénoque, who, out of 52 cases, reports 
19 cures and 43 deaths, a mortality of 82 per cent. In the prognosis the 
relative benignity of the symptoms during the first few hours showed here no 
weight, inasmuch as though infiltrations of the cellular tissue be slow at first, 
under the influences of respiratory efforts it may rapidly progress and produce 
asphyxia in a few months.—Journal de Médecine de Paris, May 24, 1885. 

Total Extirpation of the Larynz. 

Dr. Léon LAssg&, at a meeting of the Académie de Médecine de Paris, held 
March 24, 1885, reported an operation for the total extirpation of the larynx. 
The patient, a man aged fifty-nine years, had suffered for three years from 
aphonia, soon followed by dyspnea. Examination made showed the portion 
of the larynx below the glottis was filled up by a tumor. Tracheotomy was per- 
formed, and considerable relief at first resulted to the patient, but the tumor con- 
tinued to grow, and at length became a source of renewed discomfort. The 
patient now consulted M. Labbé. The tumor was found to have invaded the 
ventricle of the larynx and to have extended into the pharynx. The epiglottis 
was firmly closed. The orifice of the larynx was almost completely closed and 
esophageal catheterization was nearly impossible. The patient suffered exceed- 
ingly at every effort of deglutition. There was no swelling of the glands. M. 
Labbé now determined to perform total excision of the larynx. Chloroform was 
administered through the tracheal canula of Trendelenburg and nearly complete 
anesthesia obtained. A T incision was first made, the long branch of which 
extended vertically from the hyoid bone as low down as possible. The larynx 
was next isolated and extirpated ; for this portion of the operation the galvano- 
cautery alone was used. The larynx was drawn from below upward, and the 
wound sutured above to diminish its extent. An esophageal sound was intro- 
duced into the esophageal wound, and on the fourth day iodoform was substituted 
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as a dressing for washing and carbolic applications. On the fourteenth day the 
temperature and pulse of the patient were normal, pain had disappeared, and the 
wound had_rapidly contracted. Alimentation was easily effected. Examination 
of the tumor showed it to be a spindle-celled sarcoma. This operation, first per- 
formed by Billroth, had never been previously done in France.—Gazette Heb- 
domadaire de Méd. et de Chirurgie, March 27, 1885. 


Lateral Laparotomy. 


Dr. PoLarLion, in the Gazette Médicale de Paris, of April 25, 1885, in 
advocating lateral laparotomy, claims its superiority in many cases over the 
median operation. He says: Laparotomy for intestinal occlusion is ordinarily 
practised in the median line. The median incision is of advantage when nothing 
is known of the nature or location of the obstacle. But if the intestines are dis- 
tended with gas, there is danger if it be practised of affording a too ready exit to 
the intestines, and there is frequently great difficulty experienced in replacing 
them and in suturing the abdominal walls. From the same cause prolonged 
taxis is frequently necessary, and’ puncture is sometimes even required to render 
reduction possible. These mancuvres gravely compromise the success of the 
operation. 

Contractions of the diaphragm which drive the intestines directly from above 
downward, and from behind forward, against the lower portion of the abdominal 
region, and in the median line of the abdominal wall, explain this tendency to 
irruption when the abdominal cavity is opened in front. Theory indicates that 
would be sensibly the same upon the sides of the belly; however, the escape 
of the intestines is less to be feared if a lateral incision is made. Having had 
occasion to practise laparotomy very frequently in the ilio-inguinal region, by an 
incision parallel with the fibres of the external oblique muscle, I have been 
struck at seeing the intestines have no tendency to hernia by such incision, al- 
though the swelling of the belly was considerable. When the intestines, dis- 
tended by gas, render the abdominal wall prominent in front, it is easily understood 
how a median incision permits their sudden escape, but lateral incision made in 
the midst of muscular fibres has tense borders which do not separate from each 
other and which contribute in a great degree to retain the intestines within the 
abdominal cavity. 

The natural approximation of the lips of the incision seems to me to be the 
principal cause which prevents the exit of the viscera in lateral laparotomy ; 
and secondarily the intra-abdominal pressure is perhaps less in the ilio-inguinal 
region. The ilio-inguinal incision in other respects, too, permits the ready exe- 
cution of laparotomy. An incision of sufficient extent to permit the ready introduc- 
tion of the hand for abdominal exploration is easily made. The epigastric artery or 
its branches is generally cut, but one or more ligatures are easily applied. Late- 
ral laparotomy, therefore, is, equally with the median operation, a surgical pro- 
cedure in the treatment of intestinal occlusion, and each has its advantages 
according to the special indications. Although in median laparotomy there is 
danger of irruption of the intestines, it is to be preferred when the location and 
nature of the occlusion are unknown, because it permits minute exploration 
before remova! of the cause of obstruction. In lateral laparotomy exploration is 
less easy, but this operation is indicated in all cases of localized obstruction, 
circumscribed adhesion, or when any symptom renders it probable that the ob- 
struction exists in one or the other side of the abdominal cavity. Under such 
circumstances the obstacle is more directly reached, and if it becomes necessary to 
make an artificial anus, the best conditions for such operation are obtained. 


PROGRESS OF THE MEDICAL SCIENCES. [July 


Laparotomy performed for Ileus. 


Dr. EpGar Kurz reports a case of laparotomy performed on account of intes- 
tinal obstruction. The operation resulted in the complete recovery of the patient, 
and is interesting as being extremely rare in private practice. 

The patient, a man aged 33 years, twelve months previously had a severe 
attack of typhoid fever attended with numerous complications. He recovered, 
however, and perfectly regained his health. 

In August, 1884, for the first time, he noticed a small hernia into the right 
inguinal canal which did not descend into the scrotum, and could easily be re- 
placed within the abdominal canal. October 23, 1884, Dr. Kurz was summoned 
to the patient, and found him suffering severe abdominal pain, attended with 
vomiting. Examination made at once, and the following day made it clear that 
the hernia was not the cause of the pain and vomiting. Palpation of the abdo- 
men was not painful; the urine was clear; and after an enema, which was fol- 
lowed by a movement of the bowels, the pain grew less severe. However, the 
following night the pain returned, as also did the vomiting. No results from 
enemata; no evidences of hernia; and the patient’s countenance was the charac- 
teristic facies abdominalis. Diagnosis was accordingly made of ileus. As to its 
cause and location nothing could positively be stated. The condition of the 
patient constantly became more serious, as evinced by stercoraceous vomiting, 
hiccough, and increased pain in the abdomen. The temperature on Oct. 29th and 
30th was 97.39 F.; pulse 80. Oct. 31st, the temperature became still lower, 
being only 96.4° F. November Ist, the condition of the patient being in no wise 
improved, operation was decided upon. After evacuating the bladder the abdo- 
men was opened in the linea alba under a one and a half per cent. carbolic spray. 
While the incision was being made a severe attack of stercoraceous vomiting came 
on. Examination revealed no signs of peritonitis. Search was now made for cause 
of the obstruction, and a finger introduced into the ileo-cecal region discovered 
the presence of a ring in which the colon had become ensnared. It was so tightly 
held that moderate traction was unable to release it, accordingly a probe-pointed 
bistoury was introduced and the ring twice incised. The bowel was now readily 
withdrawn, and was found to be injected and intensely red. The neck of the 
hernial sac was found to be a hand’s breadth from the internal ring, which at 
once explained the negative result of all previous examinations. After the re- 
placement of the intestine the abdominal wound was closed by three silk peri- 
toneal and six superficial sutures, which were rendered antiseptic by previous 
boiling in-a 5 per cent. carbolic solution. Jodoform was then applied and the 
wound covered with carbolized gauze, held in position by strips of adhesive 
plaster. The operation lasted scarcely half an hour. 

The case progressed rapidly to recovery. Movement of bowels took place for 
the first Nov. 6th, and the 12th of November he was able to take short walks 
and drives. At the present time he has resumed his ordinary employment, and 
is perfectly well. Defecation is normal, and all traces of the hernia, previously 
existing, have disappeared.— Deutsche Med. Wochenschr., March 26, 1885. 


Internal Strangulation by a Band situated at the Level of the Fibrous Cord of 
the Obliterated Umbilical Artery; Laparotomy in the Iliac Region; Release 
of the Intestine followed by Cure. 


At a meeting of the French Surgical Society, held April 2, 1885, Dr. PoLar- 
LON, reported a case of laparotomy in the iliac region, performed on a young 
man aged 17. The patient related that he had never been ill, but that for eight 
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months he had noticed a hernia, the size of a pigeon’s egg, in the right inguinal 
region. 

The patient entered the hospital the 23d of July, 1884. A week previously 
he experienced very severe pain originating at the hernia and radiating over 
the abdomen. The history of the condition, which was not intelligently re- 
lated, made it appear probable that the hernia, at the time pain began to be 
experienced, had became irreducible, and since this occurrence had never dis- 
appeared. 

July 16th, he began to vomit dark-green and exceedingly bitter matter, and 
this condition was maintained for several days, the belly in the mean time becom- 
ing very much distended, the last movement of the bowels occurred July 15th. 
Examination made July 23 revealed the presence of great prostration; tongue 
pale, but not dry ; pulse regular and full; respiration normal ; urine free from 
albumen. The matter vomited was without unpleasant odor, but was sterco- 
raceous in appearance. Constipation was complete, and flatulence was absent, 
There was no obvious cause of occlusion. Both inguinal rings were free. 

The necessity of operation in order to re-establish intestinal motions being 
plainly demanded, it was decided to perform laparotomy, and, under the hypoth- 
esis of a right inguinal hernia, it was decided to make the incision in the iliac 
region rather than in the median line. The operation was done under the car- 
bolic spray. An incision between three and four inches long was made, and 
deepened gradually until the epigastric artery was reached. This vessel was then 
tied and cut, and the peritoneum opened by small incision. Digital examination 
showed both inguinal rings to be perfectly free. To permit free examination of 
the abdominal cavity, the peritoneal incision was now enlarged, so as to equal 
the cutaneous wound. The hand was then introduced and search instituted for 
the cause of obstruction. Nothing was discovered until the hand on the left of the 
abdominal cavity encountered a falciform fold, extending from the left inguinal 
region toward the umbilicus, and probably formed by the fibrous cord resulting 
from the obliteration of the umbilical artery. Between the fold and the abdomi- 
nal wall there was formed a peritoneal sac, extending from above downward, 
and from without inward, sufficiently large to contain numerous intestinal folds. 
The cause of strangulation, however, still remained undiscovered, and the search 
therefor was continued by examining carefu'ly the whole intestine. Nothing 
abnormal presented itself except considerable injection of the intestine, until a 
fold of the bowel was found about ten inches in length, the extremities of which 
were markedly retracted and diminished in calibre. Beyond and below the con- 
stricting points the intestine regained its normal appearance and volume. At 
the location of the constriction there were evident points of subperitoneal ecchy- 
mosis, and a slight furrow resembling the scratch of a nail, and upon the mesen- 
tery points of ulceration and appearances of false membrane were visible. The 
cause of the strangulation evidently existed in the presence of the fold—described 
above—but the simple introduction of the hand into the abdominal cavity had 
been sufficient to release the bowels, thus at first rendering the mechanism of the 
strangulation obscure. 

The cord or fold was not cut in view of possible danger of serious hemorrhage. 
The constricting portion of the intestine was carefully washed with carbolized 
water, and the epiplodn replaced over the intestines, and the wound closed with five 
deep and six superstitial sutures. Antiseptic dressings were applied and covered 
with wadding, and bladders of ice placed over the belly. The evening after the 
operation the temperature rose to 102.99 F. Absolute diet, fragments of ice to 
allay thirst, and hypodermic injection of morphia. Frequently vomiting during 
the evening and night. The day succeeding the operation the belly was much 
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less distended, the vomiting had ceased, and gas escaped by the rectum. The 
temperature was reduced to 100.4° F. with slight evening exacerbation. The 
second day the temperature was normal, and the general condition of the patient 
much improved. Three days after the operation there were two copious diar- 
rheic discharges from the bowels. In ten days all sutures were removed, and in 
one month the patient left the hospital completely cured.— Gazette Médicale de 
Paris, April 25, 1885. 
Rosacie Urine. 

At a recent meeting of the French Congress of Surgery, M. VERNEUIL pre- 
sented a paper upon Rosacic Urine, the conclusions upon which are the follow- 
ing :— 

1. The urine sometimes presents, in the wounded and in those undergoing 
operations, a red deposit adherent to the vessel recognizable at sight without the 
aid of reagents, and formed by a particular substance to which may be applied 
the term rosacic acid. 

2. This phenomenon coincides generally with oliguria and concentration of the 
urine, which are ordinary consequences of traumatism. It is early developed, 
being apparent soon after the reception of a wound. It is, however, transient, 
and persists only from one to three days, and rarely reappears during conva- 
lescence. It indeed easily escapes attention, and may require care in order for 
its detection. 

8. It may appear after all kinds of open wounds, interstitial or other, and in 
patients either robust or delicate, of sound constitution or afflicted with some an- 
terior constitutional disease, and therefore its origin and signification seem at first 
obscure, but careful examination of its antecedents, the coincidence with other 
symptoms, and finally the results of post-mortem examinations, establish clearly 
that it depends upon diverse lesions of the liver, steatosis, amylosis, cirrhosis, 
chronic congestion, hydatids, and cancer. 

4. The hepatic changes caused by alcohol seem to have more than all others 
an influence in causing red urinary deposits under the exciting influence of trau- 
matism, for this symptom is frequently observed in more or less confirmed tip- 
plers, as a result of various surgical accidents and operations. 

5. Rosacie urine has therefore a real semeiotic value, inasmuch as it indicates 
almost certainly a morbid condition of an important viscus—a condition frequently 
latent—difficult to recognize, and which moreover exerts an influence more or 
less harmful upon the progress and termination of surgical diseases and traumatic 
lesions. 

6. Its prognostic value is not less important. Doubtless the red urinary deposit 
is not always followed by accidents to the wounded part, but the gravity of the 
accidents, if they do occur, are in relation with the extent, degree, and form of 
the hepatic lesions. Nevertheless, it is of importance to know in advance to 
what complications those with rosacic urine, when operated upon, are liable. 
According to M. Verneuil’s personal experience these accidents are consecutive 
hemorrhage and gangrene. 

7. To prevent as much as possible, or to combat these serious complications, it 
is necessary to insure hemostasis and asepsis in the traumatic region by utilizing 
all modern appliances, and by simultaneous medical treatment before, during, 
and after the operation. 

8. Though the therapeutics of alcoholic cirrhosis is as yet little advanced, 
nevertheless none of its resources should be neglected in wounded habitual 
drinkers or in those of them who are to be operated upon, when their urine 
exhibits the characteristic rosacic deposit.—Revue de Chirurgie, May, 1855. 
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Complete and Permanent Cure of Ischuria due to Prostatic Hypertrophy by the 
Galvano-Cautery. 


Professor E. Bortin1, by an operation entirely original, has succeeded in per- 
manently relieving ischuria due to prostatic enlargement. The operation was 
performed July last, and the permanence of the results gives promise of a note- 
worthy addition to the surgical treatment of prostatic disease, which heretofore 
has been considered as almost entirely tentative. 

The patient was a man aged sixty-eight. Ten years ago he first was affected 
with a sabulous discharge of light-yellow color. In the beginning of the year 
1880, for the first time, he experienced some difficulty in urination, and the act 
was preceded or followed by severe smarting. In 1881 the difficulty had become 
so great that he urinated every two hours. Examination made at this time by 
Dr. Scudellari showed a urethral construction due to enlargement of the prostate. 
At this time thirteen ounces of urine were removed which had remained perma- 
nently in the bladder. Progressive dilatation was resorted to, but failed to be of 
any advantage. The urine having now become very turbid and strongly ammo- 
niacal in its odor, Dr. Bottini was called in consultation, and the patient was 
found to have lost much strength, and his general appearance was that of great 
debility. The prostate was discovered to be much enlarged, and cauterization 
was proposed. Previous to the operation the bladder was treated with solutions of 
boracic acid and sulphocarbolate of zinc, and the attempt was made to strengthen 
the contractility of the bladder by cold injections, and after some weeks the local 
as well as the general condition of the patient was much improved. The urine 
under this treatment became neutral, then acid, and finally alkaline, as at first, 
and the patient was able to expel the urine several inches from the mouth of the 
catheter. The conditions now being apparently favorable for operation, the 
patient was chloroformed and the galvano-cautery introduced into the urethra, 
with the cauterizing blade against the prostatic enlargement. The instrument 
was so constructed that all parts, save that by which the heating was necessary, 
were kept cool by a current of ice-water. Cauterization of the prostate was con- 
tinued forty-five seconds, which then being deemed sufficient from the inclination 
of the instrument, the current was broken. On the withdrawal of the cautery all 
portions were found to be cold. The patient was carefully put to bed, and a 
catheter left in the urethra. 

The fourth day after the operation the patient was without fever, and suf- 
fered only slightly from vesical tenesmus, which promptly yielded to treatment 
with belladonna suppositories. The 9th of July the syringe was removed, and 
the urine ordered to be drawn every six hours, and the bladder to be washed out 
morning and evening with a two per cent. solution of sulphocarbolate of zinc, to 
prevent putrid fermentation and septic absorption. The seventh day small por- 
tions of escharotic tissues began to escape with the urine, which, becoming more 
abundant for a few days, gradually diminished in quantity without ill effect upon 
the patient. The first spontaneous discharge of urine occurred July 27th, or 
twenty-four days after the operation, beginning with a few drops, which gradually 
increased until, on the evening of the 5th of August, seven ounces were passed. 
By the 3d of October the urination was entirely natural, and the amount passed 
normal in quantity and quality. To restore the activity of the vesical muscles, 
ext. nuc. vom. was administered internally, and topical application of the induced 
electric current was made. On the 23d of January of the present year thé im- 
provement still continues, and the general health of the patient was excellent.— 
Gazzetta degli Ospitali, February 11, 1885. 
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Traumatic Urethral Stricture Cured by Excision. 


Dr. Rosson, in 7'he British Medical Journal of March 7, 1885, reports a 
case of traumatic urethral stricture cured by excision. Concerning such operation 
he says: All narrow strictures of the urethra may be cured by excision, if situated 
anterior to a point half an inch in front of the membranous urethra; easily if 
behind the scrotum; without much difficulty, if covered by the scrotum or even 
if penile. 

Whilst formulating such a rule, I would have it clearly understood that I would 
not advise or practise excision of the stricture unless it did not yield easily to the 
ordinary forms of treatment, or rapidly relapsed into its old condition. 

The preceding indications obtained in a case under Dr. Robson’s care, the 
operation was decided upon and performed as follows: The man was etherized 
and placed in the lithotomy-position, when Mr. Wheelhouse’s staff was passed 
down to the stricture, the scrotum held up, and the urethra laid open for half an 
inch in front of the stricture, which was carefully divided, and the urethra laid 
open for half an inch behind this. The stricture being thus fully exposed, was 
found to consist of a fibrous cicatricial band about one-fourth of an inch wide, 
involving mucous membrane, submucous tissue, and bulb-tissue. The whole of 
the cicatrix was excised, and the cut ends of the mucous membrane were drawn 
together over the gap thus formed, and secured by continuous catgut suture; a 
catheter being then passed into the bladder, the vertical incision into the urethra 
was united by catgut, thus closing the canal, and leaving a continuous and closed 
urethra. The last sutures were an after-thought, and perhaps unnecessary, for 
they gave way on the second day, and the urine partly escaped for some little 
time by the perineal wound, which healed by granulation, as in the ordinary 
boutonniére operation. For the first two days after operation, the temperature 
reached 101°, but was afterwards normal. : 

Concerning the operation, Dr. Robson remarks: I was astonished to find how 
very easily the mucous membrane could be made to cover the gap without any 
tension; evidently due to the abundant submucous tissue allowing the mucous 
membrane to slide freely over the subjacent tissues. I feel sure it would be quite 
easy to cover in a space of half or three-quarters of an inch. The result in this 
case would seem to prove that the vertical slit may be safely left to close by 
granulation ; and this may probably be better than absolutely closing the whole 
canal, and so preventing drainage. 

The result has almost exceeded my expectation, as I thought there might be 
a tendency to relapse ; but, since a No. 13 sound will pass without a hitch six 
months after operation, I think we may conclude that a genuine cure has been 
effected. 


One Hundred Cases of Varicocele treated by the Subcutaneous Wire Loop. 


Mr. Ricnarp BAaRwWELL, in The Lancet of May 80, 1885, briefly describes 
the operation for varicocele with the subcutaneous wire loop, and gives the 
results of one hundred cases thus operated upon. He says:— 

The only instruments required are a needle armed with about ten inches of 
silver wire, gauge twenty-six, or even a little less; a pair of pliers, and an oval 
shield of vulcanite, one-eighth of an inch thick, with a long diameter of an inch, 
a short one of about three-quarters of an inch. Near each end is a brass up- 
right, projecting a quarter of an inch. Close to the spots where these uprights 
are fixed the shield is perforated by oblique channels which open on the other 
side near the centre. The surgeon must very carefully separate all the veins 
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from the vas deferens, and squeezing together between his left thumb and index 
the two sides of the scrotum, he keeps the duct and the spermatic artery behind 
and the veins in front. He then thrusts the armed needle through that half of 
the scrotum from without inwards, thus placing the silver wire between the above- 
named parts ; he then reintroduces the needle at the previous hole of exit, and 
when its point lies within the scrotal cavity he relaxes his grasp on that part, 
and partly by passing the needle onward, partly by manipulating the veins 
behind its point, he brings the original opening of entry towards it and extrudes 
the needle. It is only necessary to be sure that no veins escape, and that no 
part of the lining fascia of the scrotal cavity is included. When these manipu- 
lations are completed the veins are encircled by a loop of wire, the ends of which 
hang out of one puncture at the outer side of the sac. These ends are passed 
each through one of the holes in the shield, and when drawn sufficiently tight 
are secured by twisting them round the uprights. It is well, however, to place 
three or four folds of lint—or better still, a piece of felt, in which a slit has been 
cut—between the shield and the skin. Every other day the wire must be un- 
wound from one of the uprights,’ tightened, and replaced. Thus it acts as a 
very slow écraseur and cuts through the veins in some time between eight and 
sixteen days, according to the bulk of the varicocele. 

Of the 100 cases operated on by me in hospital and private practice I have kept 
notes ; their analysis is as follows: In no case was there any bleeding, shivering, 
pyrexia, erysipelas, or other disquieting manifestation. In 16 there was slight 
suppuration; in 15 of these the pus found its way out along the wires, and 
gave rise to no trouble; in 1 a little abscess formed in the thickness of the scro- 
tum and was evacuated by an incision one-third of an inch long. In 12 there 
was a little ulceration where the shield pressed against the skin; it healed when 
the wire came away. In 1 there was some orchitis, which lasted five days. In 
71 there were none even of these trifling complications, the course of events 
being precisely like that of the cases above recorded. Three patients would not 
submit to be confined, but walked out after the second day; one of these 
belonged to the class in which some suppuration occurred, the other two to that 
in which no complication took place. 

The above may be termed the immediate effects of the operation. There 
remain still to be considered the remote or ultimate result, and therewith the 
conditions previous to operation. 

A (1 case).—Testicle only represented by a small pultaceous mass; the 
bunch of veins considerable, larger than the gland. (Patient aged twenty-seven.) 

B (13 cases).—Testicle very ’ soft and small. 

C (47 cases).—Testicle much diminished and of considerable softness. 

D (32 cases).—Testicle somewhat diminished and soft. 

E (7 cases).—Slight varicocele operated on for the sake of passing exami- 
nation. 

In the first four categories, chiefly in the second, third, and fourth, the organ 
was the seat of more or less pain; in 23 cases this was severe. 

A.—The pain ceased, and the testicle became both a little harder and larger ; 
the patient thought it regained some function. He married five months after the 
operation, and is the father of four children. 

B, C, D.—In every case the testicle became harder, and regained some of its 
dimensions immediately after the operation, but did not entirely resume its natu- 
ral consistence and size until after a considerable time; in some of the worst 


1 TI have lately modified twisting the wire round the upright, and now fix it by 
means of a binding screw. 
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cases, so far as I was able to trace, being as much as two years; in others, and 
more especially in the younger patients, three months. 

E.—The slight cases under this heading passed the examining board very soon 
after operation. 

The safety and efficacy of the procedure are, I think, fairly attested by these 
results. ‘The very slight degree of pain, either at the time or afterwards, should 
also be mentioned. I have operated on five cases without any anesthetic. 


First Reported Instance of a Shot Wound of the Lumbar Vertebre, resulting in 
Recovery. 


ALBERS, in the Deut. Militérarztl. Zeitschr. xiii. p. 10, reports the first known 
case in the literature of surgery of recovery from a shot wound of the lumbar 
vertebre. The patient received in a duel a pistol wound from a weapon of 
smooth bore, and large calibre, about four-fifths of an inch above the crest of the 
right iliac bone. Blood at once streamed from the wound in great quantities. 
Compression bands over thick wads of salicylated cotton were applied round the 
body, the hip-bone of the opposite side of the body being used as the point of sup- 
port, and the bleeding thus arrested. 

The wounded man on receiving the shot fell instantly, entirely lamed in both 
legs, and in a half-fainting condition. He was carried one-fourth of a league to 
a wagon, and thence conveyed in the wagon one-half a league to a hospital. In 
the hospital ice was applied to the belly, and on account of the severe pain in his 
legs, « hypodermatic injection of morphine was administered. The following day 
peritonitis set in with a temperature of 103.69 F. No urine was passed, and the 
bowels were constipated. The treatment consisted of large doses of calomel and 
small doses of opium. The dressings of the wound were changed under anti- 
septic precautions, absolute rest and strict diet enforced. There was no recur- 
rence of bleeding. The third day a small quantity of urine was passed with 
slight pain ; no movement of the bowels; even after an enema. After the sixth 
day the symptoms of peritonitis abated, and on dressing the wound the bandage 
was found to be covered with a black scab, and from the wound which had pre- 
viously been dry, a few drops of thin yellowish pus exuded. Attempt was now 
made to probe the wound, and the knob-pointed probe passed without obstruction 
to the third lumbar vertebra, over a rough spot in the latter at a depth of about 
one and one-fourth inches, and then came upon a hard body lying upon soft 
tissue. 

In withdrawing the probe Dr. Albers discovered that behind it was met by a 
resistant elastic mass—in accordance with the situation of the spinal cord to the 
rear and to the front of the rough body of the vertebra. The diagnosis was ac- 
cordingly made, that the ball without wounding the intestines had pierced the 
third lumbar vertebra, entering the spinal canal beneath the cord, and finally 
passing out of the vertebra, had embedded itself in the soft tissues beyond. No 
effort was made to extract the ball, and to assist drainage a tube was intro- 
duced. 

The conclusion that the spinal cord was contused, but not wounded, was veri- 
fied by the return of power to urinate freely. Eight days after the reception of 
the injury, with the existence of a light fever, 102° F., the discharge of pus from 
the wound was moderately abundant (4 to } ounce daily). The dressing for the 
first twelve weeks was changed daily. A rise of temperature coming on, the 
tube was removed, and found to be clogged with pus, and pieces of cloth were 
also discovered. A new drainage tube was accordingly introduced and the 
wound washed with a four per cent. carbolic solution. After four weeks both 
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legs were treated with a mild induction current. Fourteen days later there was 
slight motion in the right toes, and in two of those of the left foot. Three months 
after the injury was received, the right sural muscles had regained their contrac- 
tility, but were without sensibility. After eight months, by means of a screw 
probe, a small piece of linen and a sequestrum one-third inch long and one-sixth 
inch wide, were removed, after which the discharge of pus was more regular, and 
the pain less. The following month the patient was able to sit up several hours 
at a time, and efforts made to move were encouraging. Four weeks later by aid 
of a cane took several steps. From this time forward improvement was steady; 
ability to walk increased, pain diminished, and the discharges from the wound 
gradually became less. His health and appetite were good, and all the bodily 
functions normal, except those of the bowels, which moved every third day. 
In a year and a half, the patient, as a convalescent, went to Wiesbaden, in two 
and a half years he was able to walk one hundred steps with a cane, and in three 
and a half years he was again active as Platzmajor at a celebration. 

As rules for the treatment of gunshot wounds of the spinal column, especially 
in war, Dr. Albers suggests the following :— 

1. Preservation of life is possible only by instant stoppage of hemorrhage. 

2. After cessation of the bleeding, instant transportation from the field of battle 
into a hospital is possible. 

3. The prompt application of salicylic dressing, changed daily to insure anti- 
sepsis of the wound. 


4. Probing of the wound is only to be attempted after suppuration has begun . 


and with a thick and knobbed sound. 

5. Careful probing is necessary to discover the extent and gravity of the wound, 
and for immediate drainage, which is necessary for carrying off the suppurative 
products of the bone, and hindering the entrance of pus into the abdominal cavity, 
and for the formation of a granulating canal extending to the injured vertebra. 

6. By the daily antiseptic dressing of the wound cleanliness is attained, and 
the occurrence of abscess guarded against. 

7. During the time required for the healing of the wound the patient must be 
kept separate from those ill of any disease whatever, and care must be exercised 
that bed-sores do not occur. 

8. The removal of the ball must generally be resigned to the extrusive effect 
of the developing granulations, which can remove without danger a heavy missile. 

9. Even after the expiration of a year, it is possible for the lower extremities 
to recover from paralysis due to contusion of the spinal cord.—Deutsch. Medi- 
cinische Wochenschrift, February 19, 1885. 

Extraction of the Ball of a Revolver from the Head of the Humerus. Use of 
Trouvé’s Apparatus. 
M. Hanorre reports a case, occurring in the practice of M. Duret, in which 


a ball of a revolver was extracted from the head of the humerus by the means of . 


Trouvé’s apparatus. The patient was wounded in the left shoulder, the external 
wound being at the inferior border of the great pectoral muscle, near its tendon. 
Little flow of blood followed the wound. The position of the arm was one of 
semiflexion, and held firmly along the trunk in a manner which immobilized the 
shoulder-joint. Movement of the limb was impossible. Some crepitus was 
noticeable, indicating the existence of arthritis, and while the arm could be to 
some extent elevated, it could not be placed in a horizontal position. Move- 
ments of rotation and of adduction were made without pain. 

A probe introduced into the wound penetrated about two inches, but as this 
was followed by slight hemorrhage exploration was not continued. It seemed 
No. CLXXIX.—Jury, 1885. 19 
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however, that the foreign body was located a little below and without the coracoid 
apophysis, as was indicated by a roughened prominence, somewhat sensitive and 
painful in this region. Some degree of paralysis existed in the arm. Antiseptic 
dressings were applied. About three weeks after the injury the patient was 
chloroformed, and the path of the ball explored, and it was found much more 
deeply located than was at first supposed. The prominence already mentioned 
was found to be the greater tuberosity of the humerus, which rotated under the 
fingers when the arm was turned. Further exploration revealed that the bullet 
had traversed a path transverse to the axis of the humerus. At a depth of two 
inches a body was met with which, while difficult to distinguish, was thought to 
be the ball, on account of its roughness and dulness of sound on being struck with 
the probe. The path of the ball being found to be near the brachial plexus and 
the pit of the axilla, further examination was postponed to a future time, when 
it was decided to attempt its removal. 

Three days subsequently the patient was again chloroformed. Exploration with 
the grooved sound was negative, and the electrical apparatus of Trouvé was then 
tried. After several attempts the stylet of the apparatus was brought into contact 
with the foreign body, as was shown by the variation of the needle. The position 
of the stylet showed at once the path of the ball and its position in the wound, 
and unsuccessful efforts having been made to remove it by means of the forceps, 
it was at length decided to make an incision directly upon it. Accordingly, 
a longitudinal incision was made at the external border of the coraco-brachial 
muscle, and a second one perpendicular to it at the level of the pectoralis major, 
and through the skin and aponeurosis. The pectoralis major being thus exposed, 
an incision was also made into it by which the humerus was exposed. By the 
aid of the Trouvé instrument the cavity thus laid open was again explored, and 
the ball discovered and withdrawn by a curved gouge. Further examination 
showed that it had been imbedded in the head of the humerus to a depth of nearly 
four-fifths of aninch. The projectile having been removed, the divided ends of the 
great pectoral muscle were brought together by three sutures, and a drain intro- 
duced into the wound. A sufficient number of superficial sutures were intro- 
duced. The success of the operation is attributed entirely by the operator to the 
use of Trouvé’s instrument, the location of the ball, and the depth of the wound 
being considered such as would have rendered success improbable without it. 

Four days after the operation the wound was healed by first intention. On 
January 10th, eighteen days after the operation, the movements of the hand and 
arm were nearly normal; those of the shoulder were still impossible. In the 
muscles of this region the induced current was applied. On January 25th the 
movements of the shoulder were also restored, and the patient was able to carry 
the hand to the top of the head.— Revue Médicale, May 16, 1885. 


Contribution to the Study of Osseous and Articular Localizations of Tertiary 
Syphilis. 

Dr. Micne, GANGOLPRE, of Lyons, at the recent meeting of the French 
Surgical Congress, made the following interesting additions to the literature of 
syphilis as affecting bones and articulations :— 

(1.) Localization of Gummatous Osteo-myelitis of the Long Bones.—A. The 
rarity of observations upon gummatous osteo-myelitis of the long bones appears 
to result from insufficient post-mortem investigation. These lesions, generally 
multiple, exist however frequently as a latent condition. 

B. Their macroscopic appearances are characterized :— 
a. By porosities—furrows and grooves which tunnel the diaphysis, and by new 
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bony formations causing the subperiosteal spaces to communicate with the 
medullary canal, which is generally increased in size. 

b. By a reddish or golden-yellow color of the substance which fills the cavi- 
ties and intra-osseous sinuses. 

c. By their dryness. 

d. By the rarity of sequestra of any extent. 

The lesions are remarkable from an histological point of view :— 

1. By the existence of a fibrillary tissue, adenoid, and containing in its meshes 
a considerable mass of small cellular elements, a part of which is on the road to 
granular disintegration ; at the periphery of the lesions there frequently exists a 
precess of sclerous limitation. 

2. By absence of any noteworthy lesions of the vascular system. 

C. The separation of the osseous tissue affected by gummatous osteo-myelitis 
appears due to a process of osseous and fibrous sclerosis. 

D. The hematopoietic functions of the osseous marrow permit these lesions 
to be considered as analogous to ganglionic disease of the spleen. 

E. Tertiary syphilis by its local manifestations renders the bones more fragile ; 
the existence of atrophy or of general rarefaction of the osseous system is still to 
be demonstrated. No anatomo-pathological fact demonstrates the occurrence of 
a fracture as a result of simple rarefaction without localized lesions. 

(2.) Localization of Syphilitic Osteo-arthritis.—A. Articular lesions—having 
for their cause tertiary syphilis—are not primitive, but consecutive to epiphyseal 
or juxta-epiphyseal syphiloma. It is not proven that extra-osseous gummatous 
deposits, or sub-synovial lesions are able to determine secondary arthritis. In the 
opinion of the author there exists a single type only of tertiary syphilitic arthro- 
pathy, namely, osteo-arthritis. 

B. The lesions present different characteristics, according as they are studied 
at the period of their origin, establishment, or cure. 

1. The initial period is characterized by the appearance and development of a 
gelatinous tissue, red, in the epiphyseal or juxta-epiphyseal region. Gradually 
the alteration extends to the diarthrodial cartilage, which is thinned, eroded, and 
finally perforated. Nevertheless, in certain circumstances, there is noticed an 
encystment of the syphiloma, the periphery of which is surrounded by fibrous 
tissue, and by a zone of eburnation. 

2. The period of establishment is characterized by increase in the number and 
calibre of the ulcerations, and by perforations of the cartilage ; while, at the same 
time, more or less destructive change is observed at the articular extremity of the 
bone. The resulting loss of substance is hidden by a new formation, darkish-red 
in color, and thickened, but at no time fungous. The synovial membrane is 
thickened and inflamed, and a sero-purulent fluid fills the joint. The ligaments 
of the joints are generally intact, except that, in some cases, the gummatous 
alteration attacks their insertions into the osseous structure. There are no fun- 
gosities; however, the portions of the diarthrodial cartilage attacked by the dis- 
ease are adherent to the subjacent space of tissue, contrary to what is observed 
in tubercular osteo-arthritis. 

3. After having destroyed the major part of one articular extremity, these 
lesions may either disappear spontaneously or under the influence of specific 
treatment. 

At those points where the diarthrodial cartilage has disappeared, the spongy 
epiphyseal tissue is eburnated, irregular, and covered by a very resisting, newly- 
formed fibrous synovial membrane. The cartilaginous islets, still persisting, are 
unequally prominent, and are separated by star-like depressions. 

The articulation appears to contain a normal amount of serum, and possesses 
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its normal physiological function to such a degree that it is difficult to determine, 
in the living subject, the extent of the lesion. There are observed generally on 
the same subject, and sometimes upon the same portion of the skeleton, an epi- 
physeal syphiloma, and a diaphyseal gummatous osteo-myelitis. These epiphy- 
seal foci are most frequently multiple. 

C From a clinical point of view gummatous osteo-arthritis is characterized by 
a more or less marked deformity of the articular extremities, and sometimes by 
diaphyseal tumefaction, by thickening, variable in nature and extent, by crepita 
tion, by multiplicity of the affected articulations, and by the relative indolence of 
the lesions, 

D. All operative intervention appears contraindicated. 


The Laws Regulating Continuous Extension as applied to the Lower Limbs. 


Dr. J. HENNEQUIN completes, in the April number of the Revue de Chirurgie, 
an exhaustive study of the laws regulating the application of extension to the 
lower limbs. The following are the conclusions at which he arrives :— 

1. Weights and heavy bodies of a determined value should be employed in 
extension, to the exclusion of elastic cords in which the force of extension exerted 
is too variable and very frequent entirely inefficacious. 

2. The apparatus of extension should have its point of resistance upon the 
skeleton of the mobile segment in order that the force which it exerts may be of 
utility. 

8 Extension, active force, counter-extension, passive force, are automatic, 
mechanical, or mixed. 

4. Mechanical and mixed extension should be fixed upon that portion of the 
bone belonging to the less cumbrous, most mobile portion of the limb; counter- 
extension should be applied to that portion which is firmest and least mobile. 

5. The method employed to produce fixation of both portions of the limb 
should be comfortable and such as will do no injury to the member, and should 
never extend beyond the limit of the segment upon which they have their points 
of resistance. 

6. In solution of continuity, the point of fracture, and in arthritic disease, the 
interarticular line, is always the limit and centre of the forces applied for ex- 
tension. 

7. The force of traction must be proportionate to the resistance to be overcome 
and regulated, so as to render possible an estimate of its absolute power and of 
the effect produced. 

8. The only traction of real value is that employed to overcome constant re- 
sistance ; any force applied to overcome accidental resistance is entirely futile. 

9. The inevitable resistance is represented by muscular tonicity and the elas- 
ticity of the teguments ; accidental resistance has for its factors diverse elements, 
among which the principal ones are friction of the segments upon the bed and 
apparel, and the action of gravity upon these same segments resting upon an 
inclined plane. 

10. The accidental resistance must be annulled or decreased to a minimum, 
and the mobile segment submitted to extension regulated in such a manner that 
the influence of gravity may be beneficial or its ill effect entirely obviated. 

11. The application of extension and counter-extension to the segments of an 
injured limb is habitually mediate and rarely immediate ; that is to say, that the 
forces applied generally take their points of resistance upon levers contiguous to 
those employed to produce motion or immobilization. 
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12. To direct and scientifically employ an apparatus for extension it is neces- 
sary to know the value in force: 1, of the motor force; 2, of the force trans- 
mitted to the mobile segment ; 3, of the resistance to be overcome; 4, of the 
loss experienced by the force of extension ; for it is indispensable that this last 
factor retain, after all loss of power from all causes whatsoever, sufficient efficiency 
to overcome inevitable resistance. Upon this point the efficiency of the apparatus 
depends. 

13. The value in weight of accidental resistance is impossible to be established, 
and it is therefore necessary to suppress it or to reduce it to such an extent that 
it may be disregarded. The inevitable resistance in an adult, whatever may be 
the development of the muscles or the location of the fracture, may be estimated 
at between two and a half and nine pounds, and consequently the force applied 
to the bone of the movable segment, the efficient force should never exceed nine 
or be less than four and a half pounds. In the great majority | of cases the weight 
required will be nearer the first extreme than the second. 

14. Counter-extension, which should be rather mixed than purely automatic, 
and never exclusively mechanical, needs only to be employed with a force equal 
to the traction exerted upon the segment to be immobilized; if this is placed hori- 
zontally when the part rests upon a declined plane, the counter-extension being 
of necessity exerted against both the force of gravity and against the force of 
extension transmitted by the lax tissues which unite the segments, becomes abso- 
lutely imponderable. 

15. In the majority of cases it is advisable not to permit the crural portion. of 
the limb to remain completely free ; a small trough will exercise direct pressure 
if it becomes necessary for any reason to adjust the fragments and retain them 
in position, and the conformation of the limb will be more regular, and the con- 
solidation of the bone more perfect. 

16. Apart from special indication the limb submitted to extension should never 
be placed upon an ascending inclined plane, but upon a plane either horizontal or 
slightly declined. 


OPHTHALMOLOGY AND OTOLOGY. 


On the Use of the Galvano-Cautery in Eye Diseases, especially in Destructive 
Processes of the Cornea. 


Dr. A. NreDsN, in the Archives of Ophthalmology for March, 1885, gives the 
following résumé of the conditions in which the galvano-cautery can be success- 
fully employed in diseases of the eye :— 

1. The use of the galvano-cautery is always indicated in affections of the cornea 
which take their origin in mycotic infection. 

2. In such cases it gives the most thorough disinfection of the floor and edges 
of the ulcer, and, at the same time, stimulates the process of repair. 

8. This process of repair is shown, almost at once, in the increased diffusion 
power of the corneal tissue, the clearing of the aqueous humor, dilatation of the 
pupil, and absorption of the hypopyon. 

4. In most cases, also, it does away with the necessity of the corneal incision, 
because, when the evacuation of the contents of the anterior chamber is required, 
it can be effected by means of the heated loop. Above all, the cautery can be 
immediately resorted to when the malignant nature of the process is evident, and 
accords with the maxim, ‘* Principiis obsta.’’ 
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5. The operation causes but slight pain, no assistant is needed, anesthesia is 
unnecessary, and the method is available in the treatment of patients at the poly- 
clinics. 

6. A rapid disappearance of the ciliary irritation is almost always observed. 
The duration of the healing process is considerably lessened. The final result 
gives a much less extensive and dense opacity of the affected corneal tissue than 
is found after the use of the other methods. 

7. The mode of applying the heated galvano-caustic loop is exceedingly simple 
and easy to master. 


Acute Glaucoma caused by Homatropine. 


Dr. Frank H. Hopees reports a unique case of acute glaucoma caused by 
homatropine. Although several cases of the kind caused by atropine have been 
recorded, there has not been a single instance resulting from the application of 
homatropine. 

A remarkable point in the case is that the glaucoma supervened twenty-six 
hours after the instillation of the homatropine, when the maximum effect of the 
drug must have long passed off. 

From the fact that the outbreak of glaucoma did not occur until twenty-six 
hours after the instillation of the homatropine,' Dr. Hodges is inclined to the 
opinion that the attack was not caused by the blocking up of the angle of the 
anterior chamber by the mechanical application of the periphery of the iris; but 
that straining of accommodation to do crochet work when the ciliary muscle was 
only partially paralyzed by homatrophine caused congestion of the whole ciliary 
region, and so obstructed the normal outflow from the eye.— Archives of Ophthal- 
mology, March, 1885. 


A New and Convenient Test for Color-Blindness. 


Dr. Ricuarp Hri.sert, of Kinigsberg, proposes a new test for color-blind- 
ness, which is valuable inasmuch as it is very simple in theory and easy of appli- 
cation. 

This method may probably be of use in the recognition of weakened or weak 
color-perception. He says probably, for, in the absence of any such cases, he is 
without experience in this respect. 

The material which he has employed in the examination of the color-blind is 
changeable silk. It is extensively used, and may be obtained of any dealer in 
silk. The particular kind of this silk which we find most useful is the red and 
green changeable, in which sap-green and purple threads cross at right angles. 
This makes a glossy surface, which, according to the direction of the folds, 
appears in some places red and in others green, while, as the position of the piece 
is changed, there is a constant interchange and play of these two colors. 

His conjecture that the red-green blind would not be able to properly name and 
place the colors of this silk was completely confirmed, even the color-blind who 
were expert in sorting colors being unable to do so. And, further, he thinks this - 
method will prove to be convenient in the examination of large numbers as to 
color-sense, especially as it can be employed with artificial light. It is self-evi- 
dent that the result in the case of those who have preceded shall not be known 
to those who come after in the examination. 

The author has examined a number of color-blind persons by this method, and 
the result of the examination of a few intelligent ones is submitted, Their state- 


1 Dr. Hodges usually finds that the effect of the homatrophine, used as above 
described, completely passes off in from twenty-four to twenty-six hours. 
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ments may be r ‘ied upon as truthful and accurate. The greater number of 
these gentlemen had been carefully examined before, and the result of their ex- 
amination published. 

Dr. Hilbert, therefore, claims that from his experience, this test is not only 
convenient, but is certain; at all events, it appears to him to be the one which, 
for a preliminary examination of a large number, will consume the least time. 

Changeable silk may be made so as to show blue and yellow, as well as red 
and green, and may be used to detect blue-yellow blindness as well. He has not 
had a case of this variety lately, and is, therefore, unable to furnish any data 
respecting it. The rarity of this form of color-blindness, however, would render 
the use of the blue-yellow test almost unnecessary. 

An exhaustive bibliography is appended.—Archives of Ophthalmology, Sep- 
tember and December, 1884. 


Peroxide of Hydrogen in Suppurating Ears. 


Dr. Witt1am A. Dayton says, relative to the use of peroxide of hydrogen 
in suppuration of the ear :— 

A spray of a four per cent. solution of the peroxide has had an almost magical 
effect in a case of ozena complicated with ‘‘ proliferous’’ catarrh of the middle 
ears. It will be observed that the stronger solutions induce local anesthesia 
often in a marked degree. This is certainly advantageous, not only in the event 
of operative interference, but also in doing rhinoscopic work ; besides, I have 
noticed that cocaine acted more promptly after the mucous membrane had been 
cleansed with the peroxide. 

The above is but a hint at the various applications of this agent, should it meet 
the expectations of interested workers. 

Even though no curative results are obtained in the experience of others from 
the peroxide per se, it will be found to be a most marvellous cleanser; and, if 
cleanliness is the desideratum in middle-ear suppuration, then we have a servant 
par excellence in the peroxide of hydrogen.—Archives of Otology, March, 1885. 


Perforation of the Mastoid Cells. 


At a late meeting of the Royal Medical and Chirurgical Society, Mr. Darby 
read a paper in which perforation of the mastoid cells is said to be necessary. It 
does not include the ordinary cases, where, after inflammation of the middle ear, 
the usual signs of abscess in the mastoid process with softening of the external 
plate of bone are present, as they are often met with, especially in children, and 
treated by a free opening. In some of the cases in this paper the external plate 
of bone was healthy, and yet there was pus in the mastoid cells. In others, 
although the external plate of bone was diseased, the matter took a circuitous 
route under the scalp, at one time into the temporal region, at another into the 
occipital region and along the muscles of the neck. Although in some cases the 
indications for perforating the mastoid cells included continuous pain in the mas- 
toid region, edema on deep and continued pressure, pain increased by the re- 
cumbent position, a high temperature and severe rigors, as already detailed in 
the contribution on ‘‘ Diseases of the Mastoid Bone’? (7ransactions, vol. lxii.), 
cases of pus in the mastoid cells and healthy external plate of bone are now 
related from which one or more of these symptoms were absent. Although the 
external osseous plate is found to be healthy, the perforation should still be made 
if the constitutional symptoms point to the presence of pus within the bone. The 
operation is performed with a drill, which is provided with a stop to enable the 
precise depth of the perforation to be determined ; thus, all risk of penetrating 
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too deeply is avoided, and the operation is free from danger. Six cases were 
selected, each of which illustrated some point of importance. In one case the 
patient was comatose, but afterwards recovered. In two others the inflammatory 
process was prolonged for many months before the evidence of the presence of 
pus was conclusive. In another symptoms of infantile paralysis were present, 
and disappeared after perforation of the cells had given exit to pus. In another 
the pus not only passed forward under the temporal muscle, but towards the 
occiput under the splenius capitis and complexus muscles, and down the neck to 
a level with the thyroid cartilage. In conclusion, the author expresses his belief 
that perforation of the mastoid cells is more urgently and frequently required 
than the literature of the subject would lead one to infer. 

The PresivEnr said that he had seen many cases of fatal disease of the brain 
caused by disease of the internal ear, which might possibly have been prevented 
by the apparently trivial operation advocated by Mr. Dalby. 

Mr. UrBAN PritcHarp said that the commonest cases were those in which 
the pus was superficial to the mastoid cells. Suppurative disease of the mastoid 
cells may exist, and not even edema or any sign, with the exception of tender- 
ness on percussion, need be present to indicate the presence of the disease. The 
operation was a simple one. Wounding of the lateral sinus was possible if care 
were not taken. In one case he had opened the mastoid cells and found them 
empty, even though marked symptoms, like unilateral flushings with epilepti- 
form fits, were present ; strange to say, the fits and other symptoms subsided 
after the apparently unsuccessful operation. 

Mr. W. Hawaxrp said that, if the records of a hospital were searched, evidence 
would be found of the frequency with which large numbers of cases are ad- 
mitted on account of convulsions, coma, delirium, and affections of the pyzmic 
class, proving rapidly fatal, and due to suppuration of the mastoid cells. It was 
very important to recognize the symptoms which call-for the operation. Some 
surgeons have urged that a route already exists by which matter can make an 
exit, but the communication between the tympanum and the mastoid cells was 
very small, and, as a matter of fact, the pus does not escape in the fashion sup- 
posed. The tendency of pus to burrow in many directions was also another 
reason for surgical interference and the establishment of a direct opening into 
the mastoid cells. 

Mr. Howarp Marsi, in his experience at the Hospital for Sick Children, 
could bear testimony to the statements of Mr. Dalby and Mr. Haward. He re- 
lated two cases in which the patients were insensible, and which made good re- 
coveries after the operation of opening the mastoid cells had been performed. 
The danger of wounding the venous sinuses was a real one, and he remembered 
to have had to use great care in trephining for depressed fracture of the skull; in 
one case the longitudinal sinus, and in another the lateral sinus, had to be care- 
fully avoided. 

Mr. Da sy, in reply, said that the mastoid cells did not always communicate 
sufficiently freely to allow of free drainage when one of their number was fully 
opened. In America the use of the chisel and hammer had recently been advo- 
cated, but this would be an outrageous procedure.—Lancet, Jan. 31, 1885. 


Midwifery and Gynecology. 


MIDWIFERY AND GYNZCOLOGY. 


Reciprocal Influence of Epilepsy and Pregnancy. 

Notwithstanding numerous works upon this subject, the question still presents 
many points of obscurity. Dr. Raout Béraup, in a thesis upon the Reciprocal 
Influence of Epilepsy and Pregnancy, published in the Journal de Méd. et de 
Chirurg. Prat., refutes two widely-spread errors: the pretended necessity to the 
foetus of bromide of potassium administered to a pregnant epileptic ; and the more 
or less mysterious curative influence of marriage upon epilepsy. Analysis of a 
large number of cases shows in the first place that pregnancy occurring in an 
epileptic has a very variable influence. In certain cases this influence is un- 
favorable, in others it is nil, and in a great number favorable in the sense 
that during pregnancy the attacks are frequently suspended or diminished in their 
intensity. This is, however, entirely transient, as after confinement the epilepsy 
resumes its usual course. 

The transient beneficial influence does not justify marriage, owing to the serious 
objections which overbalance the apparent improvement. It is proven that copu- 
lation exercises a markedly unfavorable influence upon epileptics and aggravates 
their condition; and further, the danger of heredity of the disease in children of 
itself contraindicates marriage. 

As to the influence of epilepsy upon pregnancy it appears generally to be of 
little importance. The attacks sometimes are increased to the point of being 
persistent without effect upon the gravid uterus. Abortion or premature labor is 
never produced. If in the first pregnancy the attacks are suspended, the same 
result occurs at each succeeding pregnancy. Bromide of potassium is generally 
beneficial to the mother, and M. Béraud has never observed a deleterious effect 
upon the development of the foetus even when three drachms daily were admin- 
istered.—L’ Abeille Médicale, Jan. 19, 1885. 


The Advantages of Abdominal Support during Pregnancy. 

Dr. ALEXANDER Duke, of Dublin, in suggesting the employment of abdominal 
support during pregnancy, says: Every obstetrician of fair experience must have 
met with cases, however well cared for during and after confinement, who still 
suffered from ‘‘ pendulous abdomen,’’ or want of tone in the abdominal muscles ; 
the said want of tone being often conducive to ventral hernia, constipation of the 
bowels, and also displacement of the uterus. As a rule, patients during the 
whole term of prégnancy wear their corsets; and, however they may loosen 
or adjust the same, still the downward pressure of the corset acts in a contrary 
direction to the uterus, which, from the earliest months, raises itself upwards 
towards the diaphragm, and continues to move in the upward direction, till the full 
term of pregnancy is completed. Knowing this to be the case, I always advise 
patients, in a pregnant condition, to leave off their corsets (from about the fourth 
month onward, should I see them at that time), and having supplied the want of 
corset by a suitable bodice, to wear a supporting abdominal belt with elastic sides, 
so as to exercise a comfortable pressure from below on the muscles, and fitted 
with tapes or straps, to relax the pressure as the uterus enlarges. 

In every case in which I have recommended this to be done, and where my 
directions were followed, the patient not only expressed herself as feeling far 
more comfortable, but I have remarked that the subsequent labor was of much 
shorter duration, owing, I believe, to the support afforded in time to the abdom- 
inal muscles, and which, by husbanding their tone and strength, enabled them to 
assist the uterus in its efforts of expulsion in a marked degree. 
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When engaged to attend primipare, I also direct the bandage to be left off at 
night, and the abdomen well rubbed over with fresh lard at bed-time. When 
this treatment is followed in primipare, I find there is little or no trace of the 
linew albicantes to be discovered after the patient recovers from the lying-in, and 
the abdomen also resumes its natural appearance, which the patient, as a rule, 
is the first to remark.—Brit. Med. Journ., March 7, 1885. 


Extra-uterine Pregnancy ; Recovery. 

Dr. Bovuzot presented to the Medical Society of Lyons, in December last, a 
remarkable case of uterine pregnancy. The woman was thirty-eight years old, 
‘ the mother of six children, and had never had any complications in her previous 
pregnancies. She was last confined in 1881, and since that time to July, 1883, 
when she began again to experience some of the symptoms of pregnancy, had 
never menstruated. 

About the ninth month of the supposed pregnancy, she experienced for many 
days symptoms of labor, but accouchement did not result, only the expulsion of 
some blood and clots from the vagina taking place. All pains having ceased, the 
woman, notwithstanding the great size of her belly, resumed her accustomed oc- 
cupations, till at the end of about fifteen days, a liquid, at first transparent but 
afterwards mingled with pus, began to trickle from the umbilicus. The disten- 
sion of the abdomen increased, and extra-uterine pregnancy was diagnosticated. 
No operative measures were resorted to, however, and medication was confined 
to anodynes. Within a few days fistulas appeared spontaneously a little below 
and to the left of the umbilicus, and finally united in one large opening, sufficient 
to permit the escape of the skeleton and the constituent parts of the foetus mixed 
with sanguinolo-putrid fluid and decomposed tissue. 

Notwithstanding the omission of operative interference, and the failure to use 
antiseptic irrigation in the suppurating cavity, and the neglect to enlarge the 
fistulous orifice to allow the better escape of the putrefying products, cure was 
complete. 

The woman, contrary to advice, insisted on resuming her household duties, not- 
withstanding the persistence of the abdominal opening, which had not yet healed. 
Accordingly, on making effort to rise, a mass of intestines escaped through the 
opening. She did not, however, call her physician for three days, and on his 
arrival he found a strangulated hernial tumor, and already so altered by expo- 
sure to the air that no attempt was made to return it into the abdominal cavity. 
Necessity compelled the forming of an artificial anus ; but the operation was done 
with little hope of success. The pulse was imperceptible, the extremities cold, 
the features unnatural and discomposed, and the general condition weak. Con- 
trary to expectation, the patient again recovered. After a month the artificial 
anus was notably retracted, and the lower end of the bowel began to resume its 
function. At the time of this report the artificial anus had completely healed.— 
Revue Médicale, January 24, 1885. 


Concerning the Cause and Avoidance of Corrosive Sublimate Poisoning in 
Obstetrical Irrigation of the Uterus and Vagina. 


Dr. Orto Von NerFr, in a paper upon the cause and avoidance of poisoning 
from the use of corrosive sublimate solution in obstetrical procedures, reaches the 
following conclusions :— 

1. It is safe to affirm that the vagina, whether it be from the contraction of 
the musculus constrictor cunni, or of the levator ani, sometimes occasions the 
detention of a considerable quantity of the injected fluid. 
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2. Symptoms of intoxication, after obstetrical irrigation of the vagina or 
uterus, is occasioned for the most part by absorption of the injected fluid by the 
mucous membrane of the vagina, since the uterus, after injection, soon constricts 
firmly, and, consequently, the danger of absorption through its walls is reduced 
to a minimum. 

3. Absorption through the vagina is only possible if the disinfecting fluid is 
retained a considerable period, especially if during its retention there is a coexist- 
ing increase of pressure in the vagina, which condition does not obtain at the 
time of injection. 

4. It is probable that, in most of the literature of the recorded cases, the ab- 
sorption of the fluid was principally by the vagina, in two cases especially, vaginal 
irrigation only having been resorted to. 

5. Direct entrance of the corrosive solution into the abdominal cavity, and even 
into the blood current itself, naturally results from retention of the fluid incident 
to increased pressure in the vagina from contracture of its walls, or when such 
an unfavorable condition as unusual patulency of the Fallopian tubes exists. 
This occurrence is rare, however, and can only happen after imperfect escape of 
the irrigating fluid. 

6. In all vaginal and intra-uterine irrigation with corrosive sublimate solution, 
it is always necessary to use all precautions possible to procure free escape of the 
fluid, in order to avoid its retention in the uterus, and especially in the vagina, 
where the danger is greatest, owing to the possibility of an increase of pressure 
by contraction of the vaginal walls. 

To diminish still further the danger of sepsis to the lying-in, Dr. Nerff recom- 
mends the following precautions :— 

1. Careful disinfection of the physician, the midwife, and attendants. 

2. At the beginning of labor, careful washing of the external genitals with 
weak corrosive sublimate solution, and clipping of the hair of the pubes. 

8. In the course of normal labor, prophylactic irrigation of the vagina is 
unnecessary. When there is suspicion of a possible infection on the part of the 
midwife, or of beginning decomposition of the secretions during the course of a 
tedious labor, vaginal irrigations with a weak corrosive solution of 1 to 5000 or 
1 to 3000 are indicated. 

4, After normal accouchement, prophylactic uterine irrigation is superfluous. 
In special conditions only, i. ¢., after the introduction of the hands into the 
uterus, or if processes of decomposition from any cause have arisen in utero, or 
the product of conception be dead and putrefying, the uterus at the end of labor 
should be disinfected with weak corrosive sublimate solution, of the strength above 
designated. 

5. In normal child-bed after normal labor, sublimate irrigation is unnecessary, 
and under certain circumstances may be harmful. Nevertheless, such injection 
is not to be dispensed with if it be probable that by the use of a weak corrosive 
solution possible infection may be avoided. On the other hand, in puerperal 
diseases which require intra-uterine treatment, corrosive sublimate irrigation of 
the genital passages with mild or strong solution is indicated and usually followed 
with immediate good results. 

6. Of the stronger corrosive solutions, especially of the 1 to 1000 solution, it 
is necessary only to make use on the ground of special indications, i. ¢., on the ° 
occurrence of dangerous septic puerperal fever. 

7. In all irrigations by corrosive sublimate, vaginal and intra-uterine, with weak 
or strong solutions, the following rules are to be strenuously observed :— 

a. Only small quantities of the irrigating fluid are to be used, one, and at the 
highest, two quarts. 
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6. Irrigation should be concluded as quickly as possible. 

c. Pre-eminently, during and after irrigation, free exit of the fluid must be 
maintained, in order to avoid the evil effects of retention and elevation of pressure 
indicated above. This is especially to be attended to in cases of apparent free 
exit of the fluid. 

8. In atony of the uterus, as well as in extensive wounds of the genital passages, 
irrigation by corrosive sublimate solution is entirely contraindicated ; also, as in 
anemic individuals and in those suffering from kidney affections, if it is possible 
to omit them ; and in women who at any previous period have been in any manner 
treated with mercury, they are to be used with special care. 

9. Commonly, it is the duty of the physician himself to use the sublimate in- 
jections, at least in all cases in which it is necessary to apply the intra-uterine 
and stronger solutions ; skilful midwives can administer the weaker injections in 
cases of necessity. The strongest solution that should be intrusted to these is 
that of 1 to 5000. 

10. For the application of the irrigations, such apparatus only is to be used 
which, through height of its fall, insures a continuous stream of the fluid, for which 
is only required a pressure height of about twenty-six inches. The greatest care 
is to be exercised for the absolute cleanliness of the instruments, and of the sur- 
roundings generally.— Archiv fir Gynekologie, vol. xxv. p. iii., 1885. 


Surgical Intervention in Small Tumors of the Ovaries and Uterus. 


Dr. P&AN, in vol. iv. of the Surgical Clinics of the Hospital St. Louis, con- 
cisely states his opinions relative to surgical intervention in small tumors in the 
uterus and ovaries. He says: There is a certain number of tumors of the ovaries 
which necessitate the ablation of these organs before the tumor has attained any 
considerable size. To this class belong those dependent upon certain forms of 
chronic inflammation cysts, fibromata and cancer. Generally the surgeon is 
forced to interfere on account of nervous manifestations—particularly those of 
neuralgia, and owing to mental affections resulting from the disease. M. Péan 
absolutely rejects the whole series of indications cited by foreign surgeons, as 
authorizing the castration of women, and holds that it is not permissible to per- 
form the operation to arrest hemorrhage resulting from the presence of uterine 
tumor. 

In reference to small tumors of the uterus, he advises partial ablation when 
sufficient to remove the tumor and pass the limits of the disease, if cysts or pedi- 
culated fibrous tumors are present ; excision with the bistoury or galvano-cautery 
or extemporaneous ligature is recommended according to the indications of the 
case, or the special advantages afforded by either of the procedures. 

In cases of epithelial cancer, the partial ablation with the cutting cautery of his 
own invention is recommended by the writer, even when between the cervix and 
the vaginal cul-de-sac it is necessary to destroy the interior of the body of the 
uterus, 

If there exist small fibrous tumors of the uterus which imperil the life of the 
patient, partial supra-pubic ablation is recommended, especially if they are in re- 
lation with the hypogastrium and umbilical region, when the method is sufficient 
to exceed the limits of the disease. When it fails to accomplish this, total abla- 
tion of the uterus should only be attempted by this method in exceptional in- 
stances. 

If there exist a number of small fibromata of the uterus, which are dangerous 
to life, but by reason of their number, small size, and location, are difficult of 
access by the hypogastric method of operation, and can only be cured by the total 
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ablation of the uterus, their removal is best accomplished by the vaginal method 
recommended by M. Péan. 

In ablation of the uterus per vaginam, it is not necessary to remove the ovaries 
along with that organ, if they are not diseased. In case they require removal, 
the gravity of the operation will not be sensibly increased. 

When the uterus is affected with epithelial cancer, total ablation has not 
hitherto afforded as good results in cases in which the neoplasm was limited to 
the neck of the organ as when it was confined to the mucous membrane of this 
body. In this case partial ablation with the cutting cautery has been of incom- 
parable benignity. 

In cases where the body of the uterus is profoundly affected, the danger of 
sudden death and the promptitude of return render intervention as perilous as 
useless, and total ablation to-day, so vaunted in tumors of this kind, rarely finds 
an application.— Revue Médicale, May 16, 1885. 


Uterine Hamatocele. 


Dr. G. Bexnvutz, at the conclusion of an elaborate discussion of the origin of 
uterine hematocele, appends the following résumé :— 

1. Uterine hematocele (peculiar to the feminine sex) or peri-uterine cannot, 
in point of view of general pathology, be considered as a distinct and special dis- 
ease. It constitutes simply an anatomo-pathological entity which may produce a 
great number of maladies, and various morbid conditions. It is, therefore, in- 
dispensable to limit exactly the subject in order that it be not too complex, as a 
result of which the pathological history of this morbid entity would only be con- 
fused. 

2. The term uterine or peri-uterine hematocele should for this cause be limited 
exclusively to designate pelvic sanguineous tumors contiguous to the uterus, and 
not true uterine tumors which have for their location the peritoneal cavity itself. 
It is important: 1. To restore to cases to which the name hematocele or extra- or 
sub-peritoneal has been applied, the denomination of thrombus of the cellular 
tissue of the broad ligaments and of the vagina, which accoucheurs have limited to 
cases of this nature observed in the puerperal state. 2. Toapply the name pseudo- 
hematocele to pelvic hematomata in which the sanguineous extravasation is not, 
properly speaking, contained in the peritoneal cavity itself, although it may either 
be inclosed in an extra-uterine abdominal fetal cyst (Higuier) or it may be 
extra-neo-membranous, as in the cases which have served as the foundation for 
Virchow’s theory. 

8. The term ‘‘ uterine hematocele,’’ as indicated by the derivation of the word 
hematocele, ama xyay, should be applied only to sanguineous intra-peritoneal 
collections which form tumors perceptible to abdominal palpation and touch ; that 
is to say, those which are encysted. The term cannot be legitimately applied to 
sanguineous collections which are free in the peritoneal cavity, which, therefore, 
dissipate under pressure of the hand practising palpation and under that of the 
finger employed for the touch, and which thus do not give the sensation of resist- 
ance characteristic of a pure tumor. Observations of this last variety constitute 
a distinct order of cases which should be described separately under the name ot 
internal abdominal hemorrhage which our predecessors have given to them. It 
is only on this condition that the confusion caused by the irrational fusion of the 
two distinct varieties of cases can be remedied. 

4. It follows accordingly, without prejudging the interesting question raised 
by the results of experiments performed on animals by M. Poncet: That.a 
uterine hematocele must necessarily require two factors in order to exist—intra- 
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peritoneal pelvic hemorrhage and the partitioning of the cavity of the pelvis. 
These may be, vice versa, the cause of each other, or arise at entirely distinct 
periods. There are, therefore, two or rather three, distinct modes in which ute- 
rine hematocele may be formed. In the last two modes of formation which give 
rise to common hematoceles, the hemorrhage producing the hematoma is pro- 
duced secondarily to the partitioning of the cavity of the pelvis. In the third 
mode, which is the most frequent of all, the hematoma immediately follows upon 
an acute pelvic peritonitis, which is the direct cause of the sanguineous extrava- 
sation. 

5. The first mode of formation which has been recognized for many years, and 
which during all this time no one has thought of questioning—so natural does it 
appear—should to-day be considered as exceptional. In the first mode of forma- 
tion which has served as the basis of all French theories upon the origin of these 
sanguineous tumors, the hematocele has as an initial factor, an intra-peritoneal 
pelvic hemorrhage, which secondarily excites an encysting peritonitis. In cases of 
this kind in which the pelvic cavity and the abdominal cavity, properly speaking, 
are in free communication, and in which accordingly the vascular tension, which is 
the immediate cause of hemorrhage, is not equalized by the resistance of the 
walls of the cavity to be distended, the sanguirieous extravasation by its abund- 
ance generally gives rise to the violent accidents which characterize internal 
abdominal hemorrhages. The existence, in these cases, of violent complications 
which necessitate almost constantly an unfavorable prognosis in a short time on 
account of excessive loss of blood, the development of a rapidly fatal general 
peritonitis, or the appearance of grave functional trouble produced by the pressure 
of an enormous hematoma, which is a result of the hemorrhage, indicates, as has 
already been said, the separation of this class of cases from pure uterine hema- 
tocele, since they are not distinguished from other internal abdominal hemorrhages 
except in the fact that some steps toward their treatment, though generally futile, 
are indicated, which in the other cases are altogether absent. ; 

6. In the second mode of formation there is, on the contrary, before the exist- 
ance of pelvic intra-peritoneal hemorrhage, a partitioning of the basin of the 
pelvis, which has formed for a greater or less time a closed cavity from which it 
results that the sanguineous excavation which has accumulated therein is only 
moderate in quantity, and gives, accordingly, a benign symptomatology in com- 
parison with that of the violent hematoceles. This diversity in the progress of 
the two factors of hematocele makes in practice two orders of cases entirely dis- 
tinct from each other, although there sometimes occurs hemorrhage of similar 
nature, e. g., symptomatic of the rupture of the ovary, the product of which is 
sometimes directly inclosed in the basin of the pelvis and sometimes more or 
less diffused in the abdominal cavity. The marked dissimilarity in the two cases 
resulting from the limitation, restricted or non-restricted, of the space involved by 
the flux, and consequently of the sanguineous extravasation, makes plain the 
similarity, if not complete at least very great, in the symptomatology of intra- 
pelvic hemorrhage whatever be its cause, whose product is encysted, as was 
said before in a cavity closed for a longer or shorter time. In the second mode 
of formation, which in this respect resembles the first, the causal hemorrhage 
of the hematoma is symptomatic either of a lesion of the ovary (ovarian hema- 
tocele) or of atresia, congenital or acquired, complete or incomplete, hemato- 
cele by menstrual retention, or of an increase of the secretion arising from the 
internal genital organs (metrorrhagic hematocele), or of an active neo-membran- 
ous congestion. Hematocele symptomatic of a hemorrhagic patchy-pelvic con- 
gestion supervening suddenly generally upon a menstrual period or after difficulty 
in menstruation in those women of apparently good health, or as a consequence 
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of a hemorrhagic diathesis, and the hematocele is accordingly established per- 
manently. In two of the varieties which recognize this second mode of forma- 
tion, to which Trousseau has applied the collective title of catamenial, there exists a 
special characteristic anatomical disposition shown by autopsy to consist of a san- 
guineous expletion of either of the two Fallopian tubes or of the oviducts only, an 
anatomical disposition which is wanting in all other varieties, and destroys all 
exclusive theories of the formation of uterine hematocele. 

7. In the third mode of formation in which, previous to the causal hemorrhage 
of the hematoma, there most frequently exists a partitioning of the cavity of the 
pelvis of recent or remote origin, but which may be incomplete or absent, the 
hemorrhage originating the hematoma follows upon the occurrence, or sometimes 
upon the decline, of subacute pelvic peritonitis—which constitutes a phase antece- 
dent to the hemorrhage by forming preparatory to its formation the multiplication of 
new vessels in the peritoneum. The sanguineous extravasation furnished in these 
cases by the new membranes which cover the pelvic peritoneum is symptomatic 
of a subacute pelvic peritonitis very frequently menstrual, which forms an inter- 
mediate bond between menstrual derangement and the development of uterine 
hematocele. This in general supervenes upon a catamenial period as a recru- 
descence of inflammatory pelvic symptoms; it is at the onset of considerable 
volume and immediately perceptible, and reveals ultimately the progress and 
sequele of common hematocele. Thus this species of hematocele is much the 
most frequent of all, because in the greater number of hematoceles which arise 
from menstrual disturbance the disordered function does not immediately give 
rise to a hematoma—as has been thought, even up to the work of M. J. Besnier— 
but excites simple pelvic peritonitis, under the influence of which the causal ex- 
travasation of the sanguineous tumor will secondarily result, a process which does 
not agree at all, as I have long argued, with the theory of Virchow. 

8. The very exceptional conditions which agree with that theory constitute an 
affection entirely distinct from uterine hematocele with which these intra-neo- 
membranous hematomata have only a distant relation, because, 1, they have as 
an initial factor a special chronic hemorrhagic inflammation of the pelvic perito- 
neum, and most frequently is located upon that portion of the peritoneum which 
invests the posterior wall of the uterus. 2. A slow mode of formation which is 
also chronic and intermittent. 3. An obscure symptomatology which up to the 
present time is unsettled. 4. Finally they have as an anatomical peculiarity a 
special constitution identical with that of meningeal hematomata symptomatic of 
pachymeningitis, and which is entirely distinct from that observed in uterine 
hematocele, properly so called, in which the extravasation has for its location the 
peritoneal cavity which is itself covered with a false membrane. Unfortunately, 
the pathological history of that affection, which in the feminine sex appears to be 
analogous to the hematocele of the tunica vaginalis in man, remains almost com- 
pletely unwritten and will require prolonged research which I am unable to under- 
take.— Archives de Tocologie, May, 1885. 


MEDICAL JURISPRUDENCE AND TOXICOLOGY. 


Todoform Poisoning. 


Prof. HARNACK and Dr. E. Scnwarz, of Halle, record, in the Berliner klin. 
Wochenschrift (Feb. 16, 1885), four cases in which serious, and in two cases 
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fatal symptoms appeared during the use of iodoform as a dressing after operations 
on the vagina. Inno case was the quantity used large, but each patient had been 
the subject of psychical disturbances prior to the performance of the operations. 

The symptoms all pointed to irritation of the higher cerebral centres, convul- 
sions being present in all cases, and in the fatal ones violent mania was the most 
prominent symptom. The symptoms appeared on the second or third day after 
operation, and seem to have come on quite suddenly. In the two fatal cases the 
irritation symptoms gave place to collapse, in which the patients died; one five 
days after operation, the other on the third day. 

Prof. Harnack made careful analyses of the urine in two of the cases reported, 
and from the results of these analyses, and of others made by Dr. Griindler, he 
states that when iodoform was used as a dressing and no symptoms of poisoning 
occurred, the iodine was excreted by the kidneys as an iodide, whereas in the 
cases in which there were symptoms of poisoning, the greater part of the iodine 
excreted was found combined with organic substances, which were probably the 
result of the decomposition of an iodine-albumin compound. 

The results of the analysis of the urine and organs of one of the fatal cases are 
given below: On the first day after the appearance of cerebral symptoms the 
total amount of iodine was 0.5277 grm. per litre of urine (= 0.6906 grm. KI), 
four-fifths of this iodine being in organic compounds. On the second day, all 
iodoform having been removed from the wound in the vagina, no iodides were 
detected in the urine ; but the organic residue contained iodine compounds equiva- 
lent to 0.1035 of iodine per litre of urine. 

In the ashes of the liver substance no iodine was found. In those of the cere- 
brum, a trace of iodine was present, but there was not enough to weigh. In the 
dried substance of the cerebellum 0.0203 per cent. of iodine was found. 

Prof. Harnack remarks on the large proportion of iodine found in the brain, 
and thinks that this will account for the preponderance of cerebral symptoms in 
these cases. 

In the second case, which was not fatal, analysis of the urine showed 0.2318 
grm. of iodine per litre, three-fourths of which was present as iodides; the total 
amount of iodine in the urine being much greater than in the fatal case, whilst 
the relative amount of iodide is four times as great, thus supporting Prof. Har- 
nack’s hypothesis as stated above. 

The practical outcome of these papers is as follows :— 

Todoform must be used very sparingly as an antiseptic for wounded surfaces. 
The authors recommend that free iodoform be not used, but that iodoform gauze 
should take its place. Great care should be exercised if iodoform is used for 
patients who have previously suffered from mental disturbances. 

On the first appearance of any cerebral disturbance after the use of the drug, 
the wound must be well cleaned and washed with alkaline lotions, and large doses 
of acetate of potash given by the mouth; and, in the most serious cases, trans- 
fusion of alkaline salt solutions into the veins is recommended as worthy of a trial, 
so as to assist the excretion of iodine from the blood, or to convert it into harm- 
less iodides. —7he Medical Chronicle, May, 1885. 
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University of the City of New York, 


MEDIOAL DEPARTMENT. 


410 East Twenty-sixth St.,opp. Belleoune Hospital, New York City. 


FORTY-FIFTH SESSION, 1885-86. 


FACULTY OF MEDICINE. 
Rev. JOHN HALL, D.D., LL.D., Chancellor of the University. 


ALFRED Ce. POST, M.D., LL.D., Professor , A. E. MACDONALD, M.D., LL.B., Professor of 
Emeritus of Clinical Surgery; President of Medical Jurisprudence and Diseases of the 
the Faculty. Mind; Medical Superintendent of the New 

CHARLES INSLEE PARDEE, M.D., Dean of | York City Asylum for the Insane. 
the Faculty ; Professor of Otology; Sargeon | HERMAN KNAPP, M.D., Professor of Ophthal- 
to mology ; Surgeon to the Ophthalmic Institute. 

J. W.8.A -D., Professor Emeritus of | 
Physiology and Histology. | et Pate M.D., LL.D., Pro- 

JOHN C. DRAPER, M.D., LL.D., Professor of ¥ o 

ALFRED L. LOOMIS, LL-D., Professor of | house 
1 ti icine; Ph i 


Materia Medica, and Therapeutics; Diseases 
of the Nervous System ; Physician to Bellevue of Dermatology ; Surgeon to Charity Hospital. 


Hospital. | F. R. 8S. DRAKE, M.D., Clinical Professor of 
J. WILLISTON WRIGHT, M.D., Professor of | Medicine; Physician to Bellevue Hospital 
Surgery ; Surgeon to Bellevue Hospital. | and to Emergency Hospital. 
WM. MECKLENBERG POLK, M.D., Professor | JOSEPH E.WINTERS, M D., Clinical Professor 
of Obstetrics and Diseases of Women aud Chil- | f Diseases of Children. 
dren; Physician to Bellevue Hospital, and to| N. M. SHAFFER, M.D., Clinical Professor of 
Emergency Lying-in Hospital. | Orthopedic Surgery; Surgeon to New York 
LEWIS A. STIMSON, M.D., Professor of Ana-| Orthopedic Hospital. 
tomy ; Professor of Clinical Surgery ; Surgeon P. A. MORROW, M.D., Clinical Professor of 
» me Hospital; Curator to Bellevue; Venereal Diseases ; Surgeon to Charity Hospi- 
ospital, | 


| tal. 
—, Lecturer on Physi-| WM. C. JARVIS, M.D., Clinical Professor of 
ology. | Laryngology. 
STEPHEN SMITH, M.D., Professor of Clinical | H. P. LOOMIS, M.D., and S. C. BLAISDELL, 
Surgery ; Surgeon to Bellevue Hospital. | M.D., Demonstrators of Anatomy. 


THE PRELIMINARY SEssiON will begin on Wednesday, September 16, 1885, and end September 
30,1885. It will be conducted on the same plan as the oclar Winter Session. 

He RegvLArR WINTER SESSION will begin September 30, 1885, and end about the middle of March, 
1886. The plan of Instruction consists of Didactic and Clinieal Lectures, Recitations, and Labora- 
tory work in all subjects in which it is practicable. To put the Laboratories on a proper footing 
a new building has been erected at an expense of forty thousand dollars, 

UNIVERSITY BIOLOGICAL AND PATHOLOGICAL LABORATORY.—The Faculty, aided by generous 
friends, have enlarged the New Laboratory Building and established a Biological and Patholo- 
gical Laboratory in connection with its Laboratory of Chemistry and Materia Medica. It is fur~ 
nished with all the apparatus for the study of Bacteriology, and for special lines of investigation. 

Two to five Didactic Lectures and two or more Clinical Lectures will -be given each day by 
members of the Faculty. In addition to the ordinary clinies, special clinical instruction, 
WITHOUT ADDITIONAL EXPENSE, will be given to the candidates for graduation during the latter 
part of the Regular Session. For this purpose the candidates will be divided into sections of 
twenty-five members each. All who desire to avail themselves of this valuable privilege must 
give in their names to the Dean during the first week in November. At these special Clinics 
students will have excellent opportunities to make and verify diagnoses, and watch the effects 
- treatment, They will be held in the Wards of the Hospitals and at the Public and College 

ispensaries. 

Each of the seven Professors of the regular Faculty will conduct a Recitation on his subject 
one evening each week. Students are thus enabled to make up for lost lectures, and prepare 
themselves properly for their final examinations without additional expense. 

Tue Sprine@ Session will begin about the middle of March and end the last week in May. 
The daily Clinics and Special Practical Courses will be the same as in the Winter Session, and 
there will be Lectures on Special Subjects by Members of the Faculty. 

It is supplementary to the Regular Winter Session. Nine months of continued instruction are 
thus secured to all students of the University who desire a thorough course. 


FEES. 
For course of Lectures . ° . 
Matriculation 


Demonstrator’s Fee, including material for dissection 


For further particulars and circulars address the Dean, 
Pror. CHAS. INSLEE PARDEE, M.D., 
* University Medical College, 410 East 26th St., New York City. 
No. CLXXIX.—Juty, 1885. 20 


1000 

- 3000 
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The Jefferson Medical College 


OF PHILADELPHAJA. 


Tue Sixty-first Session of the Jefferson Medical College will begin on Wednesday, 
October Ist, 1885, and will continue until the end of March, 1886. Preliminary Lectures 
will be held from Wednesday, 16th of September. 


PROFESSORS. 


J.M. DA COSTA, M.D., LL.D., 
Practice of Medicine. 


WM. H. PANCOAST, M.D., 


General, Descriptive, and Surgical Anatom7. 


ROBERTS BARTHOLOW, M.D., LL.D., 
Materia Medica, General Therapeutics, 
and Hygiene. 

HENRY C. CHAPMAN, M.D., 
Institutes of Medicine and Medical 
Jurisprudence. 


SAMUEL W. GROSS, M.D., 


Principles of Surgery and Clinical Surgery. 


JOHN H. BRINTON, M.D., 
Practice of Surgery and Clinical Surgery. 
THEOPHILUS PARVIN, M.D., LL.D., 
Obstetrics and Diseases of Women and 
Children. 
J. W. HOLLAND, M.D., 
Medical Chemistry and Toxicology. 


WILLIAM THOMSON, M.D., 
Professor of Ophthalmology. 


MORRIS LONGSTRETH, M.D., 
Lecturer on Pathological Anatomy. 


The regular course of lectures by the Faculty embraces the whole medical curriculum. 
This course is supplemented by the lectures on special topics, and demonstrations of the 


Spring and Fall terms, respectively. 


The Faculty invite the attention of the medical profession and students to their 
thorough system of practical Laboratory work. To each department of the regular 
curriculum there is appended a Laboratory Course, carried on in large and thoroughly 


equipped apartments in the College, by specially appointed Demonstrators, under the 
immediate direction of the Professor. In this way each candidate for the degree of 
M.D. is immediately and personally taught in Obstetrics and Gynwcology, Physical 
Diagnosis, Laryngology, Ophthalmology, Medical Chemistry, Pharmacy, Materia Medica 
and Experimental Therapeutics, Physiology, Histology and Experimental Physiology, 
and Minor Surgery, Bandaging, Operations on the Cadaver, ete., = in the Depart- 
and practical lessons i in P hysical Diagnosis. 
There are, we believe, no corresponding practical courses in any other Medical College in 
this country—not at least to the same extent and with the same variety and constituting a 


ment of Medicine, ‘‘ clinical conferences,” 


part of the regular curriculum. 


This course of Instruction is free of charge, but obligatory upon candidates for the 
Degree, except those who have had such instruction and those who are Graduates of 


other Colleges of ten years’ standing. 


Tue Sprine Course of Lectures begins early in April, and endsin June. There is 
no additional charge for this Course to matriculates of the College, except a registra- 
tion fee of five dollars; non-matriculates on, forty dollars, thirty-five of which, how- 


ever, are credited on the amount of fees paid 


Desirable vpportunities are afforded to ledicine for pursuing special 
courses, and for instruction in the recognized Speci 
CurmicaL Instruction is given dat/y at the me oF THE JEFFERSON MEDICAL 
CoLLeGe throughout the year y Members of the Faculty, and by the Hospital Staff, and 
ospitals several times a week. 


at the Pennsylvania and other 


for the ensuing Winter Course. 


Ticket for each Branch (7) $20 140 00 
Practical Anatomy ....... - 10 00 
Fees for a full course of Lectures to those who have attended two full courses at 

other (recognized) Colleges—the matriculation fee, and...... sacenatnempecusaeeagoe vee 70 00 
To Graduates of such Colleges, the matriculation fee and.............+ osebeecceee socccees 70 00 
To Dental Graduates the first course is $69, and the second is............sesses eeeeee "100 00 


To Graduates in Pharmacy the general ticket is $100 for each year. 


OSG Tuere are no Exrna Fees. 


The Annual Announcement, giving full particulars, will be sent on application to 
ROBERTS BARTHOLOW, M.D., Dean. 


| — 
| 
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Bellevue Hospital Medical College. 


CITY OF NEW YORK. 


SESSIONS OF 1885-86. 


The REGULAR Session begins on Wednesday, September 23, 1885, and ends about 
the middle of March, 1886. During this Session, in addition to the regular didactic 
lectures, two or three hours are daily allotted to clinical instruction. Attendance 
upon two regular courses of lectures is required for graduation. 

The SPRING SEssIONn consists of recitations, clinical lectures and exercises, and di- 
dactic lectures on special subjects. This Session begins about the middle of March, 
and continues until the middle of June. During this Session, daily recitations in all 
the departments are held by a corps of Examiners appointed by the Faculty. 

The CARNEGIE LABORATORY is open during the collegiate year, for instruction in 
microscopical examinations of urine, practical demonstrations in medical and surgical 
pathology, and lessons in normal histology and pathology, including the study of the 
various bacilli. The laboratories are under the direction of Professors JANEWAY and 
DENNIS, assisted by Drs. HERMAN M. Biaes, L. J. McNamara, and J. 8. THACHER. 

FACULTY. 


ISAAC E. TAYLOR, M.D., 
Emeritus Prof. of Obstetrics and Diseases of Women and Children, and President of the Faculty. 


FORDYCE BARKER, M.D., LL.D. BENJAMIN W. McCREADY, M.D., 
Professor of Clinical Mid wifery and Diseases Emeritus Professor of Materia Medica and 
of Women. Therapeutics. 
AUSTIN FLINT, M.D., LL.D A. SMITH, M.D 
Prof. of the Principles and Practice of Medicine, Professor of Materia Medica and “herapeutics 
and Clinical Medicine. and Clinical Medicine. 
AUSTIN FLINT, Jr., M.D., LL 
FREDERIC 8. DENNIS, M.D., P H 
- . rofessor of Physiology and Ph vologteal 
Professor of pice of Surgery Anatomy, and Becretary of the Faculty. 
LEWIS A. SAYRE, M.D., Professor of Anatomy and Clinical Surgery, and 
Professor of Surgery aud Clinical | associate Professor of Orthopedic Surgery. 
Surgery. R. OGDEN DOREMUS, M.D., LL.D., 
B. M.D., Professor of Chemistry and Toxicology. 
rofessor of Clinical and Operative Surgery. EDWARD G. JANEWAY, M.D. 
WILLIAM T. LUSK, M.D., Professor of Pathological Anatomy and Clinical 
Professor of Obstetrics and Diseases of Women Medicine, and Associate Professor of Prin- 
and Children and Clinical Midwifery. ciples and Practice of Medicine. 
PROFESSORS OF SPECIAL DEPARTMENTS, Etc. 
ENRY D. NOYES, M.D. FRANCKE H. BOSWORTH, M.D. 
reiiuipe of Ophthalmology and Otology. Professor of Diseases of the Throat. 
EDWARD L. KEYES, M.D CHARLES A. DOREMUS, M.D., Px.D., 
Professor of Genito-Urinary inna. Syphi- | Professor Adjunct to the Chair of Chemistry and 
lology, and Dermatology. Toxicology. 
JOHN P. GRAY, M.D., LL.D., LEROY M. YALE, M.D., 
Professor of Psychological Medicine and Medical Lecturer Adjunct on Diseases of Children. 
Jurisprudence. CHARLES STEDMAN BULL, M.D.,_ 
J. LEWIS SMITH, M.D Lecturer Adjunct on Ophthalmology and 
Clinical Professor of Diseases of Children. Otology 
BEVERLY ROBINSON, M.D., GASPAR GRISWOLD, M. D.,‘M.B.C.S., 
Clinical Professor of Medicine. Demonstrator of Anatomy. 
FEES FOR THE REGULAR SESSION. 
Fees for Tickets to all the Lectures, Clinical and Didactic . ° + $140 00 
Fees for Students who have attended two full courses at other Medical Colleges, and 70 00 
Dissection Fee (including material for dissection) | ° > ‘ ‘ ° 10 00 
Fee for the regular course of instruction at the Carnegie Laboratory - ° . aa 15 00 
Graduation Fee . ° 30 00 


No Fees for Lectures are required of thira- course Students who have attended ‘their 
second course at the Bellevue Hospital Medical College. 


FEES FOR THE SPRING SESSION. 


Matriculation (Ticket valid for the following Winter $5 00 
Recitations, Clinics and Lectures. 40 00 
Dissection (Ticket valid for the following Winter Session) . . ° 10 00 


For the Annual Circular and Catalogue, giving requirements for genbention — other informa- 
tion, address Prof. Austin Fiint, Jr., Secretary, Bellevue Hospital Medical College. 


308 


American Journal of the Medical Sciences. 


[July 


University of Pennsylvania. 


DEPARTMENT OF MEDICINE. 
Thirty-Sizth Street and Woodland Avenue, Philadelphia. 
One Hundred and Twentieth Annual Session, 1885-86. 
Students who have not received a collegiate degree, or who do not present the evidence of 


revious education referred to in the Catalogue, are required to pass a preliminary examination 
fa English and Physics, for details of which see Catalogue. 


Attendance is required upon three winter courses of 
duration, and consisting of didactic lectures, daily clinical 


tories and hospitals. 


instruction, seven months in 
ectures, and practical work in labora- 


A VOLUNTARY FOURTH YEAR, almost purely practical, has been established, for particulars of 


PROFESSORS. 


which see Catalogue. 


WILLIAM PEPPER, M.D., LL.D., Provost. 

HENRY H. SMITH, M.D., Surgery, Emeritus. 

ALFRED STILLE, M.D., LL.D., Theory and 
Practice of Medicine, “Emeritus. 


HARRISON ALLEN, M.D., Physiology, Emeri- 
us. 


JOSEPH LEIDY, M.D., LL.D., Anatomy. 

RICHARD A, F. PENROSE, M.D., LL.D., Ob- 
stetrics and Diseases of Women and Chil- 
dren. 

D. HAYES AGNEW, M.D., LL.D., Surgery and | 
Clinical Surgery. 


WILLIAM PEPPER, M.D., LL.D., Theory and | 


Practice of Medicine, and Clinical Medicine. | 
WILLIAM GOODELL, M.D., Clinical Gynaco- | 


logy. 


JAMES TYSON, M.D., General Pathology and | 


Morbid Anatomy. 


HORATIO C. WOOD, M.D., LL.D.. Materia Med- | 


ica, Pharmacy, and General Therapeutics. 


THEODORE G. WORMLEY, M.D., 
Chemistry and Toxicology. 


JOHN ASHHURST, Ja., M.D., Clinical Surgery. 
WILLIAM OSLER, M.D., Clinical Medicine, 


WILLIAM F, NORRIS, M.D., Clinical Professor 
of Diseases of the Eye. 

GEORGE STRAWBRIDGE, M. - , Clinical Pro- 
fessor of Diseases of the 

HORATIO C. WOOD, M.D., Clintent Professor 
of Nervous Diseases. 

LOUIS A. DUHRING, M.D., Clinical Professor 
of Diseases of the Skin. 


| JOHN J. REESE, M.D., Medical Jurisprudence 
and Toxicology. 

JOSEPH G. RICHARDSON, M.D., Hygiene. 

LOUIS STARR, M.D., Clinical Professor of 
Diseases of Children. 


EDWARD T. BRUEN, M.D., Assistant Profes- 
sor of Physical Diagnosis. 


LL.D., 


OTHER INSTRUCTORS. 


ROLAND G. CURTIN, M.D., Lecturer on Phy- | 


sical Diagnosis. 
CHARLES K. MILLS, M.D., Lecturer on Men- 
tal Diseases and Electro-therapeuties. 


ADOLPH W. MILLER, M.D., Demonstrator of 


Practical Pharmacy and Lecturer on Materia 
Medica and Pharmacy. 


DE FORREST WILLARD, M.D., Lecturer on | 


Ortho 
ELLIOT 


wzedic Surgery 


stetrics. 


RICHA DSON, M.D., Demonstrator | 
and Lecturer on Clinical and’ Operative Ob- | | HENRY 


SAMUEL D. RISLEY, M.D., Instructor in Oph- 
thalmology. 


| W. M. L. ZIEGLER, M.D., Instructor in Otology. 


CARL M.D. Instructor in Laryngology. 
FRANCIS X *DERCUM, M.D., Instructor in 
Nervous Diseases. 
J. HENDRIE LLOYD, M.D., Instructor in Elec- 
tro-Therapeutics. 
A. SYDNEY ROBERTS, M.D., 
Surgery. 
STELWAGON, M.D., 
in Dermatolog 


Instructor in 


Instructor 


JOHN MARSHALL, M.D., Nat.Se. D., Demon. | wittiaM L. TAYLOR, M.D., Demonstrator of 


strator of Practical Chemistry. 


Clinical Gynezcolo, 


J. WILLIAM WHITE, M.D., Demonstrator of | J- P. CROZER GRIFFITH, M.D., Assistant De- 


Surgery, and Lecturer on Venereal Diseases. | 
HARRY R. WHARTON, M.D., Demonstrator of | 


Clinical Surgery. 
JOHN B. DEAVER, M.D., Demonstrator of Ana- | 


HEN F. 
turer on 


and Morbid Anatomy, and Lee- | 
xperimental Pathology. 


of Physiol 
GEORGE P 
Normal Histolo 


RICHARD H. HARTE, M.D., Demonstrator of | 


Osteology and Syndesmology. 
GEORGE E. Dr SCHWEINITZ, M.D., Prosector 
to the Professor of Anatomy. 


FORMAD, M.D , Demonstrator of | WM. BARTON HOPKINS, M.D., 


| THOMAS R. NEILSON, M.D, 
EDWARD T. REICHERT, M.D., Demonstrator | ALBERT L. 


RSOL, M.D., Demonstrator of | WILLIAM A. mee eRe M.D. 


SAMUEL G. DIXON 


monstrator of Normal Histolo logy. 
| WILLIAM M, GRAY, M.D., Assistant Demon- 
strator of Normal Histology. 


THOMAS R. NEILSON, M.D., 
| EDMUND W. HOLMES, M. D., 


Assistant 
Demonstrators 
of Anatomy. 

Assistant De- 

| RICHARD H. HARTE, M. D., " monstrators 

of Surgery. 
A. TOBOLDT, M.D., Assistant 
Demonstrator of Practical ‘Pharmacy. 
? Assistant De- 

moonstrators 
of Clin. Med. 
Assist. De- 


JUDSON DALAND, M.D 
ROBERT P. ROBINS, M.D., 
N. ARCHER RANDOLPH, M.D., 

Physiology | 


The Lectures of the Winter Session of 1885-86 will begin on soewoting, October Ist. 


The Preliminary Course will begin on Monda 


y, September 14 
In the Spring Months The Laboratories of Chemistry, Histology, Physiology, and Pathology 


are open, and clinical instruction is continued 


Fes 1n Apvance.—Matricalation $5. For each Session, including dissection, operating, and 


bandaging, $150. No graduation fee. 


Por Catalogue | giving full particulars, address 
JAMES TYSON, M.D., 


tladelphia, Pa. 


* Dr. Reichert will give the course on Physiology for the Session 1885-6. 
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Medical Department of 
the Tulane University of Louisiana. 


(FORMERLY, 1817-1884, THE UNIVERSITY OF LOUISIANA.) 


Faculty. 


SAM’L LOGAN, M.D., 
Emeritus Professor of Anatomy and Clinical 
Surgery. 

T. G. RICHARDSON, M.D., 
Professor of General and Clinical Surgery. 


STANFORD E. CHAILLE, M.D., 
Professor of Physiology and Pathological 
Anatomy. 


JOSEPH JONES, M_D., 
Professor of Chemistry and Clinical Medi- 
cine. 


ERNEST 8S. LEWIS, M.D., 
Frofessor of Ubstetrics and Diseases of 
Women and Children. 

JNO. B. ELLIOTT, M.D., 
Professor of the Theory and Practice of 
Medicine and of Clinical Medicine. 
JNO. F. Y. PAINE, M.D., 
Professor of Materin Medica, Therapeutics, 
and Hygiene. 

EDMUND SOUCHON, M.D., 
| Professor of Anatomy and of Clinical Sur- 

gery. 


Lecturer upon Diseases of the Eye and Ear, STIRLING D. KENNEDY, M.D. 
Demonstrator of Anatomy, RUDOLPH MATAS, M.D. 


The next annual session of this Department, now in the fifty-second year of its existence, 
will begin on Monday, October 19th. 1885, and end on Saturday, March 27th, 1886. The 
first four weeks of the term will be devoted exclusively to Clinical Medicine, Surgery, Ob- 
stetrics, and Gynecology in the wards and amphitheatre of the Charity Hospital; to 
practical Chemistry in the Chemical Laboratory; and to practical Anatomy in the spa- 
cious and well-ventilated anatomical rooms of the University. 

The means for practical instruction are unsurpassed in the United States, and special 


attention is called to the superior opportunities presented for 


Clinical Instruction. 


The Professors of the Medical Department are given, by a law of the State, the use of 
the great Charity Hospital, as a school of practical instruction. The Charity Hospital 
contains seven hundred beds, and, in 1884, admitted some eight thousand sick, besides 
furnishing treatment to more than ten thousand visiting patients. Its advantages for 
practical study are unsurpassed by any similar institution in this country. The Medical, 
Surgical, and Obstetrical Wards are visited daily by the respective Professors from eight 
to ten o’clock A. M., at which time all Students are expected to attend, and to familiarize 
themselves, at the bedside of the patients, with the diagnosis and treatment of all forms 
of disease and injury. Regular lectures are also given daily from 10 A. M. to 12 M, in 
the amphitheatre of the Hospital, either on Clinical Medicine or Clinical Surgery, or 
Pathological Anatomy, and this thorough course of practical clinical instruction is fol- 
lowed by the usual didactic lectures in the three ample lecture rooms of the Medical De- 
partment. 

The administrators of the Charity Hospital elect annually, by competitive examina- 
tion in March, fourteen Resident Students who are given boarding and lodging free of 


charge. 
Terms. 
For the Tickets of all the Professors 
For the Tickets of Practical Anatomy . ° > 
Matriculation Fee . ° 5 00 
Graduation Fee ; 30 00 


Candidates for graduation are required to be twenty-one years of age, to have studied 
three years, to have attended two courses of lectures, and to pass a satisfactory examina- 
tion. 

Graduates of other respectable schools are admitted upon payment of the Matriculation 
and half lecture fees. Theycannot, however, obtain the Diploma of the University with- 
out passing the regular examination and paying the usual Graduation Fee. 

As the practical advantages here afforded for a thorough acquaintance with all the 
branches of medicine and surgery are unsurpassed by those possessed by the schools of 
New York and Philadelphia, the same fees are charged. 


For further information and circular, address 
8. E. CHAILLE, M.D., Dean, 
P. 0. Drawer 261, 
New Orveans, La. 


$140 00 
10 00 


| 
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